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PURULENT PERICARDITIS 
By 
L. EMMETT MADDEN, M.D., 
Columbia, S. C. 


This paper is presented to the Association to 
bring to its attention the fact that pus in the 
pericardial sac is not uncommon and that care- 
ful and frequent examination of the heart in 
those conditions in which it may occur will lead 
to a correct diagnosis, the institution of proper 
treatment, and thus materially reduce the mor- 
tality rate. Osler said “No serious disease is so 
frequently overlooked” and he might have add- 
ed, overlooked because not thought of and not 
looked for. 

While writers have claimed that purulent 
pericarditis was known to ancient medical men, 
the rational diagnosis probably dates to Auen- 
brugger’s discovery of precordial bulging and 
precordial dullness. This was followed by 
Lannec’s description of pericardial friction rub, 
although he misinterpreted its meaning. Other 
refinements in the physical diagnosis have been 
gradually added. Rotch described dullness to 
the right of the sternum in the fifth interspace. 
Bamberger found an area of dullness just be- 
low the angle of the left scapula. Sibson em- 
phasized the importance of dullness in the third 
interspaces. 

The history of surgery of the pericardium is 
interesting, but we will only touch upon it. 
Romero in 1819 performed the first successful 
pericardiotomies in cases of pericardial effusion. 
Hilsmann in 1844 performed the first success- 
ful pericardiotomy for purulent pericarditis. 
To the present less than 200 cases have been 
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reported that have been treated by pericardio- 
tomy. 

The incidence of purulent pericarditis is much 
greater than the number of cases operated upon 
indicates. Osler found 29 cases of pericarditis 
in 184 patients dying of pneumonia. Pryah 
and Pain found acute pericarditis in 33 of 51 
autopsies in acute osteomyelitis. Stone in 300 
cases dying of pneumonia at Fort Riley found 
24 per cent with acute pericarditis, of which, 
15 per cent were purulent. Dunham in 603 
cases dying of streptococcus broncho-pneumonia 
found that 44 per cent had pericarditis. Lynch 
in autopsies on 106 cases dying of lobar pneu- 
monia at Roper Hospital in Charleston, found 6 
cases of purulent pericarditis and 2 cases of 
fibrino-purulent pericarditis. Musser and 
Norris in 2128 autopsies on cases dying of 
pneumonia found an acute pericarditis in 12.6 
per cent. 

From the above statistics we can arrive at 
some idea of the probable number of cases of 
purulent pericarditis occurring in North and 
South Carolina in the years 1932 and 1933. 

In South Carolina in 1932 there were 1,176 
deaths and in 1933, 1042 deaths from lobar 
pneumonia. In North Carolina in 1932 there 
were 1,280 deaths and in 1933, 1044 from it. 
If we estimate that at least 5 per cent of the 
cases dying of lobar pneumonia have a purulent 
pericarditis, then we had 226 deaths in the 
Carolinas, in which purulent pericarditis was 
present. The Duke Foundation, however, re- 
ports only 3 pericardiotomies in North and 
South Carolina during these years. 


Pryah and Pain in 196 autopsies performed 
at the Leed’s General Hospital between the years 
1921-1931 found acute pericarditis in 214 cases 
and purulent pericarditis in 91. 
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TABLE SHOWING PRIMARY SOURCE OF 
INFECTION 


Acute intra-thoracic disease including subphrenic 


abscess. 


Pneumonia 

Gangrenous mediastinitis __--.-_---------- 1 
Carcinoma of bronchous 

Bronchiectasis 

Subphrenic abscess 


Acute infective conditions. 
Acute osteomyelitis __._-_-._--------------- 17 
Abecces collaittia, G00. 2.2 .c0ncncseecss- 11 
Mastoiditis with later sinus thrombosis -_ 2 
Ns es ley eter EIA are OE 5 
Seenersteve arteritis: ............----~+--- 2 
Liver abscess 


Cardiac conditions. 
Acute infective endocarditis ~-.--------- 
Arteriosclerosis and contracted kidney ~~ 
Abscess in heart wall 


ETIOLOGY OF PURULENT PERICARDITIS 
Recovered Died 
Pneumonia 14 
Measles and pneumonia 
Tonsillitis and pneumonia 
Influenza and pneumonia ~----------------- 
Pneumonia and pleurisy 
Pneumonia and empyema 
Influenza, pneumonia, and empyema 
Measles, pneumonia, and empyema 
Tonsillitis pneumonia, and empyema 
Measles, pneumonia, and pleurisy 
Abscess, pneumonia, pleurisy, and empyema - 0 
NE ene nabendnsensnandaeeneusesinee 2 
Measles and empyema 
Influenza and empyema 
Tonsillitis and empyema 
Nasal sinusitis and empyema 
Pleurisy 
Abscess, pleurisy, and pyemia 
Tonsillitis, pleurisy, and arthritis 
Puerperal sepsis and pleurisy 
Tonsillitis and pleurisy 
Pulmonary gangrene 
Typhoid fever and congested lungs 
Appendicitis (?) with pneumococcus 
in pericardial exudate 
Whooping cough 
Influenza 
Osteomyelitis 
Osteomyelitis, empyema, pneumonia, 
and sepsis 





0 
0 
0 
0 
7 
1 
0 
1 
0 
1 
2 
0 
1 
1 
1 
2 
0 
0 
0 
0 
1 
1 








owe © 


Gun shot and stab wounes 


Idiopathic 

None given 

Primary mediastinitis — 
Oesophageal perforation 

Gangrene of feet 

Trauma of chest 

Rheumatism 

Tonsillitis, otitismedia, and arthritis 


Not stated 
MI ag cipaaesieeccdccs tcieeies needed chard aed otto teenie aeoeeeial 128 cases. 


Winslow and Shipley “Archives of Surgery” Vol. 
15 P. 317, 1929. 

The organism found depends upon the pri- 
In lobar pneumonia it will prob- 
In osteomyelitis the 
staphylococcus will be present. In pneumonia 
complicating influenza, it will be a haemolytic 


mary disease. 
ably be pneumococcus. 


streptococcus. Any pus forming organism may 
be present. 

The route by which these organisms get into 
the pericardial sac also varies with the primary 
condition. In pneumonia the infecting organ- 
ism is probably conveyed by the blood stream. 
In empyema it is probable that the infection 
This method of 
conveyance was proven experimentally by Gra- 
ham and Beil 1918. In osteomyelitis abscess 
and cellulitis, the infecting agent is brought 
through the blood stream and may be due to 
the rupture of a metastatic abscess of the heart 
wall. 


spreads by direct extension. 


The pericardial sac is described as being 
fibrous and unyielding, however, in the pres- 
ence of effusion it may be gradually distended, 
so that it may hold several quarts. Winslow 
and Shipley state that the amount may vary 
from a few drops to 7,500 c.c. The mechanical 
embarrassment to the heart depends not so much 
on the amount of fluid present as upon the 
rapidity with which it accumulates. A sudden 
haemorrhage into the sac from a puncture or 
rupture wound of the heart would cause instant 
death from cardiac tamponade if the pressure 
were not relieved immediately by pericardio- 
tomy. 

The general symptoms of sepsis are present 
and also those from mechanical and toxic in- 
fluence of an accumulation of pus in the peri- 
cardial sac. Pain is often absent, but frequent- 
ly the patient complains of tightness or soreness 
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under the sternum. Cases have been reported 
which simulated acute abdominal conditions. 

Dyspnea or orthopnea are always present 
and should suggest a careful examination of 
the heart. Cyanosis will depend upon the de- 
gree of circulatory embarrassment or upon as- 
sociated conditions in the chest. Distension of 
the veins of the neck is usually present. The 
pulse is rapid, of small volume, and often ir- 
regular. In large accumulations there may be 
dysphagia and aphonia. Anxiety and restless- 
ness are usually present. 

The diagnosis is confusing due to the diffi- 
culty in differentiating between an enlarged or 
dilated heart and a pericardial effusion, That 
this difficulty is real is shown by the fact that 
Truesdale in 153 autopsies found only 17 per 
cent and that Poynton in 100 cases found only 
6 per cent had been correctly diagnosed. 

Upon physical examination the patient ap- 
pears ill, restless, and anxious. He may be 
elevated on a back rest or lying on his left side. 
Dyspnea or orthopnea and varying degrees of 
cyanosis are always present. The veins of the 
neck appear full. There is frequently some 
oedema of the dependent parts. 


Inspection of the heart may reveal some pre- 
cordial bulging or swelling. This may be mark- 


ed in young patients. The apex beat is fre- 
quently absent or may be wavy over several in- 
terspaces. 

Upon palpation a friction rub may be felt 
and the apex beat may be absent. Oedema of 
the soft tissues can frequently be made out when 
no evident swelling or bulging is present. The 
liver edge is frequently palpable below the cos- 
tal margin. 

Percussion shows an enlarged area of cardiac 
dullness. ‘This area extends higher than would 
be expected from a dilated or enlarged heart, 
there being definite dullness in the third inter- 
space. There is usually dullness to the right of 
the sternum and there may be an obtuse cardio- 
hepatic angle dullness. In small effusions the 
cardio-hepatic angle is likely to be obtuse, how- 
ever, as the amount of fluid increases the angle 
becomes acute. There is dullness posteriorly 
close to the vertebral column and under the 
angle of the left scapula. 

Upon auscultation a friction rub may be 
heard in all early cases and may be present even 


after a considerable accumulation of fluid. The 
friction rub may be present only with the pa- 
tient in an upright position leaning forward. 
The heart sounds are muffled and distant, al- 
though occasionally they are very clear due to 
the anterior position of the heart. 

The electro-cardiograph offers no assistance 
in the diagnosis. X-ray examination of the 
heart reveals a water-bottle shadow and a loss 
of the normal cardiac outline. Fluoroscopic ex- 
amination shows a dimunition or absence of 
cardiac pulsation. 

If after a careful consideration of the his- 
tory, physical findings and x-ray examination 
there remains doubt as to the diagnosis, para- 
centesis of the pericardium should be perform- 
ed. There has been a question as to the ad- 
visability of paracentesis in purulent pericardi- 
tis, due to the danger of injury to the heart, 
coronary vessels, or the internal mammary 
artery. Winslow and Shipley found that 86 
cases had paracentesis and in none of them was 
there injury to any of these structures. Careful 
paracentesis should be attended with little dan- 
ger. Paracentesis will clinch the diagnosis and 
give definite evidence of the type of organism 
present and thus influence treatment. How- 
ever, paracentesis should be considered only as 
a diagnostic procedure and should never be 
used as a method of treatment. 

The mortality rate of purulent pericarditis 
treated medically is 100 per cent (Rhodes), 
while treated surgically by open drainage it 
should not be over 40 per cent. In 152 cases 
from the literature reported by Truesdale in 
1933 the mortality rate was 42 per cent. Sur- 
gery should be resorted to as soon as the diag- 
nosis ismade. Careful post operative treatment 
is essential, all supportive measures are indicat- 
ed. All septic foci should be sought for and 
drained. 

The prognosis in any given case varies with 
the primary disease, the infecting organism, and 
the complications present. The cases of direct 
infection of the sac, as puncture wounds, have 
the best prognosis and practically all are cured. 
The second best group of cases is those secon- 
dary to pneumonia and due to the pneumococ- 
cus. The least favorable are the cases secon- 
dary to osteomyelitis or cellulitis in which a 
staphylococcus is present. However, in all 
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groups open operation offers the only chance of 
a cure and no patient should be considered too 
ill for the procedure. Complications, such as 
empyema, render the prognosis more serious. 

Late post operative results are very good. 
If the patient survives one would expect him 
to be crippled by an adhesive pericarditis. The 
literature on the subject shows this to be un- 
usual. Winslow and Shipley were able to fol- 
low the subsequent course in 29 cases report- 
ed. The lapse of time from date of operation 
varied from five months to twenty-nine years. 
Twenty-five of the twenty-nine cases were well 
and at work; one had died of an adhesive peri- 
carditis ; one was expected to die of this com- 
plication ; one had died of a brain abscess ; and 
one case had died from cause unknown. 


CASE REPORTS 


These cases have been reported by Dr. George 
Bunch in a paper read before the Southern 
Surgical Association in December 1934. Two 
of these cases are being reported through the 
courtesy of Dr. Joe Dillard and Dr. C. E. 
Owens. 

Case I: Baby J. H. male—white—19 months 
—was admitted to the South Carolina Baptist 
Hospital September 28, 1929, with a history 
that he was normal at birth, but had not been 
well since an attack of whooping cough when 
he was six months old. He had an attack of 
pneumonia early in September and had been 
acutely ill since that time. There had been 
progressive loss of weight accompanied by 
Dyspnea and weakness. 


Examination showed a pale, emaciated child 


with oedema of face and legs. There were 
crepitant rales over the left chest with dullness 
in left axilla. Pericardial dullness was enlarg- 
ed and no friction rubs were heard. The sounds 
were clear and distinct. X-ray of chest show- 
ed a large shadow in the cardiac area of water- 
bottle shape. Paracentesis was performed. 

October 6th: Surgical drainage of peri- 
cardial sac was performed and pneumoéocci 
were found in the pus obtained. 

October 7th: An encapsulated empyema of 
the left pleura was drained. Patient did nice- 
ly and was discharged October 28, 1929. 

Physical examination on March 15, 1934, 


revealed a healthy boy whose heart was normal 
upon physical, x-ray, and electro-cardio-graphic 
examination. 

Case II: Master D.J.S. An eleven year 
old white boy was admitted to the Baptist Hos- 
pital 3-18-31 with an encapsulated empyema at 
the right base, following influenza and lobar 
pneumonia. He had a thoracotomy performed 
and after an uneventful convalescence was al- 
lowed to go home.. Patient did very well up 
to April 23rd, when he developed shortness of 
breath, swelling of legs, and general prostra- 
tion. Readmitted to the hospital April 24th. 
Temperature 101, pulse 130, and respiration 22. 

The patient was sitting up in bed quite 
dyspneic. The thoracotomy wound was heal- 
ing. There was an enormous area of precor- 
dial dullness, extending 1 1-2 fingers to the 
right in the 4th interspace and to the left to the 
lateral chest wall. On the left no heart im- 
pulses could be seen or felt. The liver edge was 
palpable at the level of the umbilicus and there 
was marked oedema of both legs. 

Laboratory findings: White blood count 
26,000, polymorphonuclears 78 per cent, hemo- 
globin 78 per cent. X-ray examination showed 
a typical water-bottle shadow in the cardiac 
area. 


On April 25th, 250 c.c of thick white pus 
was removed by paracentesis with improvement 
in heart action. Pneumococci were reported in 
the pus. On April 26th, 175 c.c and on April 
27th, 50 c.c. of pus were aspirated. Phlebitis 
developed in the left leg with swelling and tend- 
erness along the posterior tibial vein. 

On April 30th, the patient was referred for 
operation and under local anesthesia the 6th 
costal cartilage was resected and the pericar- 
dium drained. Although mechanical embar- 
rassment of the heart was relieved the patient 
died of general sepsis on May 4, 1931. No 
autopsy was obtained. 

Case III: Mr.H.O.S. A 29 year old white 
man was admitted to the Columbia Hospital 
December 4, 1931, having been sick since Nov- 
ember 11, 1931, with pneumonia. A left non- 
encapsulated empyema was drained by thoraco- 
tomy on the day of admission. Patient did very 
well for some days, but then became worse and 
physical examination showed an acutely ill pa- 
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tient with marked dyspnea. There was a 
draining thoracotomy wound in the posterior 
axillary line on the left side. There was a 
moderate enlargement of the cardiac dullness 
and a definite friction rub was heard over the 
base. The x-ray showed a water-bottle shadow 
in the middle of the thorax. A paracentesis 
was performed and pus obtained which con- 
tained pneumococci. The patient was operated 
upon December 21, 1931, and from 4 to 6 
ounces of purulent fluid escaped. 


Following operation the patient improved and 
his temperature fell to normal on the 4th day 
and remained normal for several days. Fol- 
lowing this period of improvement the patient 
began to go down hill rapidly and to have re- 
currence of his septic symptoms. No cause 
could be found until a x-ray of the chest on 
January 4th, showed a shadow about the size of 
a lemon in close proximity to the heart in the 
region of the left hilum. Pus was obtained by 
paracentesis in this area, but the patient died 
several hours later. An autopsy was obtained 
and the pericardium was empty except for a 
moderate amount of fibrin. An encapsulated 
empyema was found in the region of the pul- 
monary hilum on the left side. The impres- 
sion at autopsy was that this patient had been 
cured of his pericarditis, but had died from this, 
his second empyema. 


Case IV: T. R. White boy 12 years of age 
was admitted to the Baptist Hospital January 
12, 1933, after having been sick 4 weeks with 
a deep abscess of the thigh which was incised. 
He later developed pneumonia. On admission 
his temperature was 104, pulse 130, and respira- 
tion 30, leucocytes 18,000 with 80 per cent poly- 
morphonuclears, hemoglobin 60 per cent. His 
urine contained albumin and casts. Physical 
examination showed an acutely ill, emaciated 
boy quite dyspneic with moderate amount of 
cyanosis. Examination of the chest showed 
numerous rales over the right upper lobe. The 
cardiac dullness was enlarged to the mid-clavi- 
cular line on the left and two finger breadths to 
the right of the sternum in the fifth interspace. 
A definite friction rub was heard over the base 
of the heart. A paracentesis showed pus which 
upon microscopical and upon cultural examina- 
tion showed staphylocci. 


On January 13th, the day after admission, 
the 6th costal cartilage was resected and about 
6 ounces of purulent effusion containing masses 
of fibrin was drained from the pericardial cavity. 
Before incising the pericardium the left pleura 
was accidentally opened and was closed with 
catgut. The pericardium was drained with a 
rubber wick. 

He improved after operation, but continued 
septic. January 18, 1933, a left empyema was 
drained. Staphylococci were cultured from the 
empyema pus, from the pericardial pus, and 
from the blood stream. He was at times, ex- 
tremely ill and had numerous septic exaccerba- 
tions with high fever. He remained in the 
hospital until April 3, 1933—71 days. 

March 15, 1934, showed a robust boy, a 
football player, with a normal heart upon phy- 
sical, x-ray, and electro-cardiographic examina- 
tions. 


CONCLUSIONS 


1. Purulent pericarditis is not a rare condi- 
tion. 

2. Frequent and careful examination of the 
heart is indicated in pneumonia and all other 
conditions that it may complicate. 

3. The profession is failing to diagnose puru- 
lent pericarditis. 

4. The treatment is purely surgical. 


5. Following recovery most patients have 
normal hearts. 
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DISCUSSION 


Dr. George H. Bunch, Columbia: 

I am very much interested in this subject. I think 
that the medical profession have been much asleep in 
these cases over the years and that they really are 
only beginning to realize the true significance of this 


condition and the importance of it. We are indebted 
to Dr. Madden for bringing to our attention today a 
complication of pneumonia and of other septic condi- 
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tions that is evidently much more common than any 
of us heretofore have realized. The number of 
deaths from pneumonia in North and South Carolina, 
as obtained from the State Boards of Health, for 
the years 1932 and 1933, as compared with the very 
few operations for purulent pericarditis, as given by 
the Duke Foundation for these states for these years, 
proves that this condition is much more common 
than we thought and that these patients die without 
the complication being suspected or being treated. It 
behooves internists, pediatricians, general practi- 
tioners, and all clinicians, to become pericarditis- 
minded. The large heart shadow, the large area of 
precordial dullness, indicate pericarditis with effusion. 
When they occur, if there is fever, I think paracentesis 
should be done to learn the nature of the fluid. If 
there is pus, we have an abscess in the pericardial 
sac, an abscess that can not drain spontaneously ; 
which if left undrained will cause the death of the pa- 
tient in one hundred per cent of the cases. Fortunately, 
however, these abscesses may be drained by a simple 
surgical procedure, and then the mortality drops to 
forty per cent. Under local anaesthesia the sixth left 
costal cartilage can be resected, and then we get di- 
rect access to the pericardium. All these cases are 
desperately ill from the primary condition and this 
complication, but no case is too sick to be operated 
on, no case is too sick to be given the chance that 
surgery has for him. This operation can be done 
under local anesthetic, without shock and practically 
without danger. 


The diagnosis in these cases must be made by the 
clinician, by the man who is in daily attendance on 
the pneumonia patient. When the surgeon sees the 
case, the diagnosis has already been made. Close 
cooperation between the clinician, the roentgenologist, 
and the surgeon is at all times necessary for the best 
result. 


Dr. C. H. Blake, Greenwood : 

I have had the privilege of seeing one of these 
cases that Dr. Madden has reported. It was referred 
to my associate, Dr. Turner, in Greenwood, and I saw 
it in consultation with him. The patient was admitted 
to the hospital on January sixteenth with the history 
that six weeks previously he had had pneumonia, 
from which he failed to get well. You can see the 
definite enlargement of the pericardium here. (Slide.) 
Dr. Madden has explained these things so definitely 
that I shall just show you the enlargement of the 
pericardium. You can see the enormous distension. 
This boy came in extremely ill, with a definite sub- 
normal temperature at all times. There was definite 
increase of the heart dullness, with a dullness in the 
axilla, also due, I presume, to compression of the 
lung itself. At first we thought we had probably 
an empyema and did a paracentesis of the pleura and 
got nothing. Then on the eighteenth we did a para- 
centesis of the pericardium and withdrew twenty 
ounces of purulent fluid. This we stained with the 


Gram method and proved to be rather rich in a 
Gram-positive organism, which we took to be the 
pneumococcus. The patient had relief from his dis- 
tress after the puncture, but two days after it the 
distress became so great that we did another para- 
centesis and withdrew twenty-eight ounces of puru- 
lent fluid. The next day he was distended again. 
In other words, the accumulation of fluid was so rapid 
that we decided to do a pericardiotomy, which we did 
and put in a rubber dam. That was left in for two 
or three days and then taken out. The patient con- 
tinued to drain and made no progress at all. The 
blood picture in this case showed a pneumococcic 
blood-stream infection also. After drainage his tem- 
perature would go up to around 100 to 101. He was 
operated upon on January twenty-first. On February 
first he developed excruciating pain in the chest, 
coughing up bloody sputum; I presume he had an- 
other pneumonia. On February fourth he died. 

I think there is no question that this patient had had 
a purulent pericarditis for a long time and as com- 
plication of his pneumonia. We must look more 
carefully for this complication. 


Dr. Roger G. Doughty, Columbia: 

I just want to point out that in the years I have 
been in Columbia I have seen not a single patient with 
this condition. It must be much more common than 
stab wounds of the heart, and I have seen three of 
those. It must be much more common than other 
conditions which we see occasionally, and I simply 
want to take this opportunity to thank Dr. Madden 
for his presentation of the cases and to point out 
how rarely other surgeons in our community have seen 
this condition diagnosed. And until it is diagnosed 
it can not be handled from a surgical point of view. 


Dr, J. A. Dillard, Columbia: 

In the paper and in the discussion this morn- 
ing there seems to be brought out the large number 
of these cases that are found at autopsy, and how 


few are found prior to autopsy. When men doing 
general practice, as I do, pick up a textbook and read 
of purulent pericarditis, or pericarditis with effusion, 
we find the textbooks set out the classical symptoms 
to be pain, increased cardiac dullness, muffled heart 
sounds, and absence of the apex impulse. Now, Capps, 
of Chicago, proved by mechanical irritation experi- 
ments that the entire inner sac of the pericardium is 
insensitive except in the left lower aspect, which is 
due to the phrenic nerve. (In passing, I might say 
that the surgeon, in placing a rubber dam for drain- 
age, should not place it in the left lower aspect be- 
cause of the pain which it will cause.) Cardiac dull- 
ness also may not exist. If there are adhesions be- 
tween the anterior chest wall and the pericardium, as 
the pus forms, the sagital diameter of the pericardium 
is increased and the pus gathers in the mediastinal 
portion of the pericardium which may hold a large 
amount of pus without increasing the cardiac dull- 
ness. As for the absence of the apex impulse and 
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the muffled heart sounds, they may be there, but 
they also may not be there. If the adhesions which we 
just spoke of in the other condition exist, we get very 
distinct heart sounds and the apex impulse is there 
and in its normal position. Also, if the patient has 
been lying in a dorsal position most of the time, and 
if there is very thick pus, the pus may gravitate to 
the posterior portion of the sac and force the heart 
toward the anterior chest wall in which case the 
heart sounds would not be muffled nor would the 
apex impulse be absent. 


Dr. P. D. Hay, Florence: 

I wish to thank Dr. Madden for his very excellent 
paper on this subject, which has been of some inter- 
est to me in recent years, and I should like to report 
briefly a case of purulent pericarditis which we had 
a few years ago. This case was of a man fifty-two 
years of ago who had a lobar pneumonia. After a 
rather delayed resolution, he began running a septic 
temperature. The chest were clearing up 
pretty well, but there were signs of an enlarged heart. 
He was referred to me for an x-ray examination of 
his chest and possibly the heart. In this case, in 
addition to the water-bottle shape and the enormous 
dilatation of the heart shadow, he had a motionless 
heart shadow except at the extreme apex, where he 
had very tumultuous pulsations of the cardiac out- 
line. There was only one conclusion I could arrive 
at in a case with this septic temperature, with en- 
larged heart, and with this localized, tumultuous 
pulsation; that is, that he had some adhesions which 
fixed the parietal pericardium to the heart at the 
apex and which occasioned pulsations at that point 
and nowhere else; and I made a diagnosis of purulent 
pericarditis. I think it is a point that should be borne 
in mind. In this case a paracentesis was done and 
about 100 c.c. of thick pus was aspirated. Then a 
pericardiotomy was done, but he was in very poor 
condition when it was done, and he died. The 
autopsy showed shaggy pericardial exudate extending 
for about two inches in diameter at the apex of the 
heart, and at that point there were adhesions. At all 
other points there was tremendous dilation of the peri- 
cardium.* 


signs 


O. B. Mayer, Columbia: 

A very important condition has been clearly brought 
to our attention. 
looked. Purulent pericarditis should be kept in mind 
in all infectious cases, especially pneumonia, when the 
sickness is unduly prolonged. Frequent examination 
of the chest is necessary to detect early signs; a heart 
may show no outward evidence today and twenty- 
four hours later alterations of sounds, size or in- 
creased dullness with diminished precordial activity, 
or a friction, may have occurred, calling to mind the 
pathology that is taking place. 

I have been on the alert to detect this condition, 
especially since 1931, when I was privileged to be 
associated with Doctor Bunch in one of the reported 


Undoubtedly, cases are being over- ° 


cases, but I have not recognized one since. 

The out-come depends on many factors, especially 
early recognition and proper surgical drainage; ob- 
viously, more than this is necessary for recovery. 
When there is an associated blood stream infection, 
the prognosis is more uncertain even though there is 
early recognition and drainage. 

It is worthy of comment that Doctor Madden’s cases 
were all males, and three out of four were children. 
Pediatricians especially should be on the alert. 


Dr. J. H. Cannon, Charleston: 

I had the pleasure of hearing Dr. Churchill, of the 
Massachusetts General Hospital, discuss the question 
of purulent pericarditis from the surgical side, and 
thought it was interesting. He emphasized this point 
particularly, that in all septic cases he required his 
house surgeon to note on the progress sheet daily that 
he had examined the heart and there was nothing 
found wrong. That had to go down daily, because he 
was emphasizing the point that a purulent pericarditis 
which is not drained early results in almost one hun- 
dred per cent mortality, and that it had to be found 
early for drainage to do any good, and that if you 
did not find it early there is no use in draining. 





THE ETIOLOGY AND TREATMENT OF 
PEPTIC ULCER WITH AN ANALYSIS 
OF SEVENTY FIVE CASES 
By 
Wm. H. SPEISSEGGER, M.D., 
Charleston, S. C. 


From an historical standpoint, peptic ulcer 
is a comparatively new disease. It was first 
described by Cruveilhier(1) in the early part 
of the nineteenth century. It is no respector 
of persons, developing in the high and the low, 
the rich and the poor. It may occur in the first 
few days of life or in the centenarian. In women 
ulcer incidence is highest in the third decade, 
while in men it is highest in the fourth and 
fifth decades. According to Beckman(2), 
multiple ulcers are thought to occur in from 
twenty to thirty per cent of cases. Peptic 
ulcer is said to occur four to eight times more 
frequently in men than in women, and duodenal 
ulcer is said to occur four to eight times more 
frequently than gastric(3). Beckman(2) says 
that the majority of ulcers occur in the duo- 
denum of the male. Bevan(1) has gone so far 
as to say that at least ten per cent of the popula- 
tion have peptic ulcer. 


Read before the South Carolina Medical Associa- 
tion, Florence, S. C., April 24, 1935. 
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It is generally conceded that the ulcer is pro- 
duced by the action of the hydrochloric acid of 
the gastric juice upon some devitalized area or 
some point of lowered resistance, but there 
seems to be considerable disagreement as to 
what causes this lowered resistance. A num- 
ber of theories have been advanced with regard 
to the etiological factor or factors involved in 
bringing about this lowering in the vitality or 
resistance of the stomach or duodenal wall, but 
as yet none of them have been definitely proven 
to the exclusion of the rest. 

It is claimed by many that the chief etiological 
factor is a general malnutrition, especially the 
presence of anemia. (2) Proponents of this 
theory point out that during the World War, 
when the food blockade was on, there was a 
great increase in the incidence of peptic ulcer 
in Germany and Austria. In connection with 
this theory Smith and McConkey (4) have made 
some interesting discoveries. ‘They noted that 
in guinea-pigs peptic ulcer was associated with 
scorbutic lesions. ‘They have been able to pro- 
duce peptic ulcers in guinea-pigs by feeding 
them diets deficient in vitamin C. 

Another group claims that the chief etiological 
factor is trauma or insult to the gastric or duo- 
denal mucosa. The trauma may arise from 
the habitual use of tobacco or alcohol, from 
habitually eating very hot or very cold foods, 
or irritating foods. External trauma may also 
be a causative factor. Eusterman and Mayo(5) 
have pointed out that under exceptional cir- 
cumstances, a blow to the abdominal wall may 
cause a gastric ulcer. 

There are others who claim that peptic ulcer 
arises from focal infection. Nickel(6), who 
has experimented with cultures from a number 
of ulcer patients, thinks that a streptococcus is 
a causative agent. Macrae has even gone so 
far as to say that peptic ulcer is always due to 
infection in some part of the body. 

Mental stress and nervous strain have been 
advanced as an etiological factor. It is gen- 
erally conceded that the emotional, neurotic, 
nervous type of person is most likely to develop 
an ulcer. Adherents of this theory point out 
that ulcer patients improve much more rapidly 
when their minds can be relieved of worry and 
anxiety. 


Von Redwitz(2) in 1927 stated: “Though 


peptic ulcer at times seems to be an entity, it is 
in many cases only part of what may be called 
an ulcer sickness or ulcer tendency, in which 
case its presence is attributable to a constitution- 
al basis, and recurrence is likely to take place 
in spite of either medical or surgical treatment.” 


To sum up, it is not at all improbable that all 
of the above factors may enter into the etiology 
of peptic ulcer; and that, while in some cases 
it may be due directly to+focal infection, or 
to trauma, or to nervous strain, or to a systemic 
condition, in most cases it is due to a combi- 
nation of these etiological factors. Finally 
most writers will agree that the real cause of 
peptic ulcer is still unknown. 


TREATMENT 


The object of the treatment of peptic ulcer 
is to remove the underlying cause and to bring 
about a repair of the damage produced by the 
ulcer. Since the etiology is still uncertain, 
efforts to remove the cause must be empirical. 
All foci of infection should be cared for. Mental 
and nervous strain should be alleviated as much 
as possible, and efforts should be made to keep 
the patient in a healthy state of mind. Physical 
rest of the ulcer-bearing area is also important. 

It is evident that ulcers in different individuals 
respond differently to treatment. It is probable 
that many ulcers occur, give few or no symp- 
toms, and heal with little or no treatment. This 
is evidenced by the finding of ulcers on routine 
X-ray examination and the presence of ulcers 
and healed ulcers on post mortem examinations. 
Again there are ulcers in which treatment is 
followed by complete and permanent healing. 
Yet again there are some which persist or recur 
in spite of all treatment, whether medical or 
surgical. 

In order to treat an ulcer with success ; skill, 
close observation and patience are required. The 
treatment may be divided into medical and surgi- 
cal. It is the opinion of most of the prominent 
surgeons that, in early ulcers, and those cases 
without severe hemorrhage, and in the absence 
of perforation and pyloric obstructions, medical 
treatment should first be tried and surgery re- 
sorted to only when it is evident that results 
cannot be secured by medical means. 
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There are many methods of classical ther- 
apy which, from lack of time, will only be 
briefly mentioned. The Sippy treatment is 
probably the best known and most widely used. 
In Lenhartz’s treatment emphasis is given to 
the addition of eggs to the milk diet. The out- 
standing feature of the Leube treatment is the 
continuous application of hot poultices to the 
epigastrium; while in the Smithies treatment 
no food is given by mouth from four to seven 
days, but rectal feedings are instituted. 

Recently Winkelstein(7) has advocated a 
method of therapy in which he uses a continuous 
alkalinized milk drip into the stomach. This 
consists of allowing a solution of milk contain- 
ing five gms. of bicarbonate of soda to the 
quart to drip continuously into the stomach at 
the rate of thirty drops a minute. The object 
is to furnish a constant neutralization of free 
hydrochloric acid throughout the twenty-four 
hours of the day. 
results in forty-two patients. 


He has reported satisfactory 


Rivers and Vanzant(8) believe that mucin is 
of value in the treatment of some cases of be- 
nign ulcer. 
for the gastric mucosa. 


It may have some protective action 
It makes an ideal 
antacid through its high combining power for 
free acid and its failure to disturb the acid-base 
balance of the body. It does not markedly ex- 
cite gastric secretion. ‘The usual daily dose is 
from eighty to one hundred gms., fifteen gm. 
doses being given at such intervals as are found 
necessary. 

In all of the above methods of treatment it is 
necessary for the patient to stop his work and 
spend several weeks in bed, either at home or 
in a hospital. And since the vast majority of 
ulcers occur in adult males, who are frequent- 
ly the bread winners of their families, there is 
considerable economic loss attached to this meth- 
od of treatment. 

In view of these considerations several forms 
of ambulant frequent feeding treatments have 
been introduced, which are practicable for both 
the average physician and the average patient. 
The object of these treatments is to keep the 
patient at work while he is taking the treat- 
ment. Alvarez(2) has instituted one form of 
ambulatory treatment. His treatment is based 
on the hypothesis that if a patient is to con- 


tinue to work he must have three good meals a 
day. He gives his patients a “smooth diet” 
list from which to choose their meals, and he 
does not prohibit meat or meat broths. He 
points out, however, that the important point 
in the treatment is the taking of food between 
meals. 


Another type of ambulatory treatment, and 
one which I have used with success recently in 
three cases, is described by Sturtevant(9). I 
quote from his article. “We found that there 
were certain things we could not do in an 
ambulatory treatment which were done in some 
of the best known and most popular treatments. 
We found that we could not give a preliminary 
fast of one to five days. We could not apply 
heat or cold to the abdomen. We could not 
apply the principle of rest in healing so far as 
to keep the patient in bed. It is important to 
a fair percent of ulcer patients to permit them 
to work. If we take our working patients from 
their work, a great load is thrown on our social 
service, for the patients’ families must live.” 
He insists, however, that the patient must ab- 
solutely stop smoking. The feedings must be 
taken regularly at exactly the scheduled time, 
and that a feeding must never be omitted. The 
patient cannot remain in bed, but he is expected 
to be in bed at least ten hours out of the 
twenty-four. During the first week the patient 
is given alternate feedings of half a pint of 
milk and of half a pint of milk with a fourth 
of a pint of cream. These feedings are given 
alternately every two hours from eight A.M. 
to ten P.M. Two quarts of milk and a pint of 
cream are given during the twenty-four hours. 
This gives the patient two thousand calories per 
day. A small amount of alkaline powder is 
given with each feeding. The pain is usually 
relieved within twenty-four hours. By the end 
of the first week the patient is hungry, has lost 
one to four pounds in weight, but feels much 
better. At the beginning of the second week 
cooked cereal or milk toast is added to the diet 
three timesaday. The diet is further increased 
in the third week, and by the fourth week the 
patient is on a soft diet three times a day with 
milk feedings in the mid-morning, mid-after- 
noon, and at 10 P.M. He is kept on this diet 
for at least six months. At the end of this time 
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he is given a fairly full diet and advised to re- 
main on it for the remainder of three years. 
Sturtevant says that he gets just as good re- 
sults with this treatment as with the old bed 
treatment and claims that he is getting over 
eighty per cent cures among those who follow 
directions. 


Recently peptic ulcer has been treated by the 
intravenous injection of foreign protein, lipo 
proteins, and a combination of lipo proteins with 
emetine. It has been shown experimentally 
that these substances decrease gastric and intes- 
tinal motility, as manifested by a decrease in 
gastric peristalsis and an arrest of pylorospasm. 
It has furthermore been shown that the injec- 
tion of foreign proteins produces a hyperemia 
of the gastric mucosa thereby tending to pro- 
Pitkin(10), an enthusiast of 
this method, describes the technique and dosage 
in the June, 1931, edition of the American 
Journal of Surgery. 


mote healing. 


The principles of the medical treatment of 
peptic ulcer may be summarized as follows: 
The 
ulcer must be protected from irritation by a 
suitable diet. The diet must vary to meet the 
needs of the individual patient. Hyperacidity 
must be controlled by alkalis. Success depends 
upon the proper selection of cases suitable for 
medical treatment and upon the cooperation of 
the patient. Finally, in those cases which do 
not respond to medical treatment, or in which 
the ulcer recurs in spite of adequate medical 
treatment, or in which complications develop, 
surgery should be resorted to. 


Physical and mental rest are necessary. 


AN ANALYSIS OF SEVENTY FIVE CASES OF PEPTIC 
ULCER 


On looking through the charts of Roper Hos- 
pital, in Charleston, S. C., I have found that 
there have been 75 cases of peptic ulcer in the 
hospital during the past six years. These 
cases were attended by the several physicians 
and surgeons who happened to be on service at 
the time these cases were in the hospital. The 
following is an analysis of these cases. 

There were 44 white cases and 31 colored. 


There were 64 males, of whom there were 39 
white and 25 colored, and 11 females, of whom 


there were 5 white and 6 colored. The males 
outnumbered the females by nearly 6 to 1. 

The ages varied from 18 years to 79 years. 
The average age was 40 1-2 years. 

The location of the ulcers was as follows: 
Stomach 21 and duodenum 42, or exactly twice 
as many. The remaining 12 were diagnosed 
simply as peptic ulcer, no X-ray being taken 
to determine the exact location. 

Symptoms :-—The duration of symptoms be- 
fore admission to the hospital varied from 1 day, 
in three cases of perforating ulcer, to 14 years. 
There were 4 cases which gave a history of 
symptoms extending over a period of more than 
10 years. The average duration of symptoms 
was 20 months. In 71 cases the chief symp- 
tom was pain, while in two cases it was hemor- 
rhage. The remaining 2 cases presented no 
definite ulcer symptoms, the patients being ad- 
mitted for pulmonary tuberculosis and the ulcer 
being found on autopsy. Most of the cases gave 
a history of digestive disturbances, although in 
several, pain was the only symptom. Hemateme- 
sis occurred in 25 cases, or exactly one-third 
of the total number. 

In the gastric analyses the following results 
were found. The total acidity varied from 
90’ to 9’. The average was 45.4’. The free 
hydrochloric acid varied from 74 to 0. The 
average was 33.5’. 


Treatment :—13 cases were treated surgically, 
the remaining 62 receiving medical treatment. 
Of those receiving surgical treatment, 9 were 
admitted with a diagnosis of perforating ulcer 
and underwent operation immediately. Those 
treated medically were placed on a Sippy, or 
modified Sippy diet. 


The number of hospital days varied from 1 
day, in 3 cases, to 89 days in 1 case. 
age number of hospital days was 24. 


Results :—Of the 75 cases, 54 were listed, on 
discharge, as improved, 4 as recovered, and 6 
as unimproved. There were 11 deaths in this 
group. However, only 5 of these deaths were 
due directly to the ulcer, 4 of the 5 being due to 
rupture before admission to the hospital. There- 
fore the mortality, due directly to the ulcer, was 
only 6.7 per cent. 

To summarize briefly; of the 75 cases, the 
white patients were in the majority. 


The aver- 


The males 
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outnumbered the females by nearly 6to 1. The 
average age was 40 1-2 years. The duodenal 
ulcers outnumbered the gastric ulcers 2 to 1. 
The average duration of symptoms was 20 
months. The chief symptom was pain. Hemor- 
rhage occurred in one-third of the cases. Most 
of the cases were treated medically. Most of 
the patients left the hospital improved. There 
were only 5 deaths due directly to the ulcer. 
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DISCUSSION 
Dr. A. E. Baker, Charleston: 
I never fail to learn from a paper like the one that 
Dr. Speissegger has just presented—a paper that is 
based upon personal knowledge and a study of the 


statistics. I want to thank Dr. Speissegger personally 
for his presentation. 


Physicians and surgeons, at least of this country, 
may be classified into four groups according to their 
belief as to the etiology of peptic ulcer. We have a 
group that believes it is due to a derangement of the 
nervous system, causing a spasmodic condition of the 
muscles of the stomach and duodenum. Those spasms 
can be seen when the abdomen is open; I have seen 
them quite often. Such spasms are supposed to be 
followed by erosion of the mucosa by the peptone 
enzyme, causing the ulcer. Then there is a group 
believing it to be caused by an anemia of the mucosa. 
Dr. Speissegger has described an anemic spot in the 
mucosa. This is followed by a thrombosis, causing 
a breaking down of the mucosa. Then a third group 
believe in hyperacidity. They believe an ulcer is en- 
tirely due to hyperacidity. The pyloric glands are the 
least resistant of any glands in the stomach and can 
not withstand the increased acid. Then there is a 
fourth group, who feel that peptic ulcer always fol- 
lows duodenitis or gastritis. 

As far as treatment of peptic ulcer is concerned, 
I do not think any of us would want our abdomens 
opened, as much as some of us like to open abdomens. 
If it was our own, we would want it treated medically 
first. I believe these cases should be treated medically, 
except those that have severe hemorrhages, that have 
to be treated by surgery, or those cases who have fre- 
quent hemorrhages, or cases where there 1s mechanical 
obstruction, or a case that has been treated medically 
and fails to respond. But in the beginning I feel 
these cases should be treated by a non-surgical pro- 
cedure. 


Dr. W. R. Dancy, Savannah, Ga. : 


I want to say that it is a special delight to hear 
someone get up and read a paper on gastric ulcer 
who does not want to carve a map of the world on the 
abdomen. 

It has been my pleasure to visit some of the gen- 
tlemen mentioned in this essay. I visited Dr. Smithies. 
He stated definitely what his plan of treating ulcer 
was. He uses the ambulant method, and Dr. Alvarez 
has followed him. Dr. Alvarez was in Savannah a 
few years ago, and he stated that the relief of neurotic 
symptoms is a great aid in the treatment of ulcer. I 
visited Dr. Sippy in Chicago. He had hundreds of 
cases there that he said were ulcer cases. He was 
giving them all forms of milk; some of it was pep- 
tonized; some of it was buttermilk—all forms of 
milk. I asked him what he did with the cases that 
just can not take milk. “Why,” he said, “Doctor, I 
give them milk.” 

Dr. Sippy would pump out the stomach once a day, 
to see if the stomach contained any acid. He gave 
considerable alkali several times a day, with the idea 
of keeping the stomach acid neutralized. This pro- 
cedure seems inconsistent. Here is the thought that 
we must keep in mind. The thing that digests the 
meal is pepsin. The thing that produces pepsin is the 
action of hydrochloric acid on pepsinogen. If you 
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kill all the hydrochloric acid, you are not going to 
have gastric digestion. 

I keep acute ulcer cases on milk, in one form or 
another, for at least three weeks. You can give other 
things that patients will get well on, but the idea is 
to do the best you can for your patient, and I believe 
milk is the best thing. The patient must take from 
three and a half to four quarts of milk a day to keep 
up his body weight. I do not put the mild cases to 
bed; the severe cases must go to bed. 

Surgery should not be resorted to except for per- 
foration, recurrent hemorrhages, or old chronic ulcers 
that do not respond to medical treatment. 

I should like to impress this point. The ulcer cases 
which develop into cancer are gastric ulcers and not 
duodenal ulcers. The statement is made that from 
two and one-half to four per cent develop into cancer. 

In the first weeks or months we all do the best we 
know how, and the ulcer heals. It is not much 
trouble to get an acute ulcer to heal, but the difficulty 
is in keeping it healed. You are going to keep that 
ulcer healed by removing the cause of the ulcer, 
remembering that there is practically always a hyper- 
secretion of digestive secretions from the stomach in 
an ulcer case. It develops the habit of always secret- 
ing too much hydrochloric acid, which is an irritant 
to the ulcer crater. You must get in the habit of 
keeping your patient on a bland diet and treating him 
for a long time. Men like Smithies and Sippy keep 
them under treatment and observation for two years. 
They must be kept on a bland diet; otherwise the 
ulcer habit will return. 





TUBERCULOSIS OF THE 
GLAND WITH CASE 
By 
H. Y. HARPER, M.D., 
Anderson, S. C. 


MAMMARY 
REPORT 


Sir Astley Cooper first called attention to tu- 
berculosis of the breast in 1829 referring to it 
as “scrofulous swelling of the breast.” Lan- 
cereaux in 1860 was first to make examination 
DuBarr 
in 1881 described the microscopic pathology. In 
1914 Deaver reviewed the literature on the sub- 
ject and reported 74 cases which occurred be- 
tween the years 1904 and 1914. 

The incidence of mammary tuberculosis is 
variable according to various authorities. 
Durante and McCarty of the Mayo Clinic re- 
ported in 1916 the incidence of 0.51 per cent. 
Cheever in 1921 reported four cases of mam- 
mary tuberculosis in a total of 228 cases at the 
Peter Bent Brigham Hospital since 1913, an 
incidence of 1.7 per cent. In Deaver’s Clinic, 


for histological structure of the part. 
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tuberculosis made up 1 per cent of all breast 
cases or 2.5 per cent of all benigh breast lesions. 
Bloodgood reported 6 per cent of all benign 
breast lesions in his service as tuberculosis. 
Mallory reported an incidence of 0.6 per cent 
of mammary tuberculosis out of 2,297 cases, 
examined at autopsy. 

The mode of infection of the mammary gland 
with tubercle been discussed at 
length. Many authorities believe that the pro- 
cess originates in the breast in the majority of 
Dickinson states that in about 67 per 
cent of reported cases there is no evidence of 
tuberculosis elsewhere in the body. He also 
states that not more than 5 per cent of the cases 
of tuberculosis of the breast are secondary to 
tuberculosis of the axillary or cervical lymph 
nodes. 


bacilli has 


cases. 


The possible methods of infection are ; 
first, by hematogenous infection from a distant 
tuberculous process ; lymphatic 
metastasis and third, by contiguity; fourth, in- 
fection through the skin or mammary ducts. 
In reviewing the literature, it seems likely that 
more than 5 per cent of the cases result from 
tuberculous lymph glands in the adjacent re- 
gions. 


second, by 


Morgen states that the most plausible mode 
of infection is by way of the lymphatics through 
a retro-grade process, the original site being 
either in the glands of the neck or glandular tis- 
sue about the hilus of the lung. The infection 
from primary focus in the thorax through 
Grosman’s path and Rodman’s lymph node is 
mentioned as a favorable route of infection. 
Numerous cases of primary tuberculosis of the 
Trauma is men- 
tioned as an indirect factor favoring tuber- 
culous infection of the breast in that the vitality 
of the tissue is impaired. 


breast have been reported. 


Cahill reports a case 
of mammary tuberculosis in a young girl thir- 
teen years old with a history of injury to the 
breast five months previously. Bovine tuber- 
cle bacillus is thought by some authorities, nota- 
bly Barker, to be the causative agent in pri- 
mary mammary tuberculosis. 


There are several types of mammary tuber- 


culosis. First ;—acute miliary tuberculous mas- 
titis; second, nodular (discreet, disseminating 
or confluent ) tuberculous mastitis ; third, scler- 


osing tuberculous mastitis; fourth, tuberculous 
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mastitis obliterans ; fifth, various atypical forms. 

Acute miliary ‘mastitis occurs in conjunction 
with generalized miliary tuberculosis and has 
no special surgical significance. The great ma- 
jority of cases of tuberculous mastitis are the 
discreet nodular variety. The bacilli lodge in 
the mammary stroma rather than ductile or 
peri-ductile tissue and excite a localized tuber- 
cle formation. Daughter tubercles form at the 
periphery of the original focus and in time, 
usually a matter of several months but some- 
times longer, a palpable mass is formed. ‘This 
varies in size but rarely exceeds that of a hen’s 
egg. The process may progress from the dis- 
creet nodular type to the nodular disseminating 
or the nodular confluent type or to sinus forma- 
tion. Also it may become encapsulated and lie 
quiescent for varying periods of time. One 
does not see in the breast the abundant reticulo- 
endothelial reaction so characteristic of disease 
in other organs. There is usually an extensive 
round-cell infiltration throughout the breast 
tissue in the region of the lesion and giant cells 
may be seen. In this type of tuberculous 
mastitis, the breast is enlarged. The growth is 
usually slow and does not cause any pain unless 
necrosis has occurred and the entire breast is 
broken down. When seen early, the gland is 
movable, the skin over it possesses a calf-skin 
like appearance and later redness and inflam- 
mation appear. The nipple may be retracted 
early or late. The glands in the axilla are en- 
larged early in about 50 per cent of the cases. 
The axillary glands become involved in the 
later stages in about 70 or 80 per cent of the 
cases. In the later stages there are abscess 
cavities deeply situated in the glands and num- 
erous tubercles. Sinus tracts connect the ab- 
scess cavities to the periphery of the gland. In 
the disseminating type, sinus tracts are numer- 
ous throughout the gland. 


The sclerosing type of tuberculous mastitis is 
a very slow progressive lesion and most fre- 
quently seen in elderly people. The breast is 
usually not enlarged and often there is a re- 
traction of the nipple due to a large amount of 
fibrous tissue formed. Sinus formation is rare 
in this type. Microscopically, there is usually 
seen a diffuse lymphocytic, cellular infiltration 
accompanied by epithelioid and giant cells in- 


terspersed with varying amounts of fibrous tis- 
sue but very little caseation. 

In the tuberculous mastitis obliterans, lesions 
seem chiefly to surround the milk ducts, de- 
stroying the epithelial linings and finally oblit- 
erating them. The material in the 
obliterated ducts may excite the formation of 


retained 
foreign-body giant cells. The nipple is some- 
times ulcerated away and these cases seem il- 
lustrative of a primary ductile infection. 

Tuberculosis of the breast is sometimes asso- 
ciated with other diseases of the breast. Cases 
are reported co-existing with carcinoma and 
adenoma, fibroma and with pyogenic infections 
of the breast. 

Symptomatology :—In the large majority of 
cases, the presenting symptom is painless nodule 
in the breast. Various writers have mentioned 
the upper outer quadrant of the breast as the 
site of predilection and the right breast as being 


most frequently involved. Pain is present in 


the minority of the cases and in a series of cases 
presented by Lee and Floyd, 6 per cent of the 
patients had pain as an initial symptom. Dis- 


charge from the nipple or hardening of the 
breast and sinus formation are other symptoms. 
In the late stages, a low grade temperature is 
present, malaise and loss of weight. The 
physical findings are variable, depending on the 
stage of the disease. The tumor may be not 
unlike a malignant growth, being fixed to the 
surrounding tissue. It is not encapsulated. 
The overlying skin may or may not have a 
pigskin appearance. Retraction of the nipple 
and redness and edema of the overlying skin are 
often present. 
ent. 


Sinus formation may be pres- 
lf an unruptured abscess is present, 
fluctuation may be elicited without the usual 
signs of abscess ; that is, chills and high tempera- 
ture. The duration of the symptoms is variable 
from a few months to several years. One case 
is reported in which a lump was present in the 
breast eighteen years before a physician was 
consulted. The involvement is nearly always 
unilateral. The age incidence is between twenty 
and fifty years of age. The oldest case on 
record is a female seventy-three years of age, 
youngest a male infant six months of age. Dif- 
ferential diagnosis includes actinomycosis, gum- 
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ma, adenoma, fibro-adenoma, carcinoma, chronic 
suppurative mastitis, and sarcoma. 

Actinomycosis can be differentiated by dem- 
onstration of the Ray fungus. 

Gummas are ruled out by Wassermann re- 
action. 

Fibro-adenoma are usually well encapsulated. 


Sarcomas grow more rapidly and are much 
more rare than tuberculous mastitis. ‘The dem- 
onstration of tubercle bacilli in scrapings from 
the sinus tract or a biopsy are the only con- 
clusive methods of differentiating tuberculous 
mastitis from chronic suppurative mastitis, car- 
cinoma and sarcoma. 

Case Report: Mrs. J. S., age 29. C. C.: 
Pain in the right breast. P. /.: Onset of symp- 
toms are dated to eighteen months previous to 
admission when the patient had a similar com- 
plaint Was operated upon by another physician 
for abscessed breast. ‘The wound apparently 
healed and since then at intervals of several 
weeks she has had a flare-up of her old trouble 
with spontaneous rupture and drainage of puru- 
lent material. During the past six months she 
has had a sinus just to the right of the nipple 
which has drained sero-purulent material con- 
tinuously. She has an infant eight weeks of age. 
The baby has never nursed this breast. The 
baby’s birth weight was six pounds and at seven 
weeks it weighs less than six pounds. ‘Tuberculo- 
sis has never been demonstrated in the baby. Her 
health has always been good previous to the 
onset of the present illness. Has had the usual 
diseases of childhood, no severe illnesses. Re- 
view of systems negative. No respiratory 
symptoms have been noted. Menstruation al- 
ways regular. Has not menstruated since the 
birth of her baby. 

Examination: ‘Temperature 97.3, pulse 88, 
respiration 20. Blood pressure 116/80. Patient 
is a well developed and fairly well nourished 
adult white female of 29 years. She does not 
appear acutely ill. Skin and mucous mem- 
branes are pale, giving the impression of an 
anemia. Head; eyes, ears, nose and throat 
negative. Neck; no glandular adenopathy, 
thyroid negative. The lymph glands in the 
right axilla are moderately enlarged and slight- 
ly tender. Breasts ; both breasts are abnormally 
large. Left breast is pendulous and shows 


venous engorgement. Marked increase in areola 
tissue. Right breast is discolored throughout 
and is tender, particularly in the right upper 
quadrant. There are two discharging sinuses 
near the nipple. Lungs are negative. Heart 
sounds of good quality, no enlargement, no 
murmurs. Radial arteries smooth and soft. 
Abdomen ; the recti muscles are separated two 
finger breadths. Uterus is not palpable by ex- 
ternal examination. No tenderness, no masses, 
no rigidity. Pelvic examination; the perineum 
is somewhat relaxed. Cervix is larger than 
normal, unilaterally lacerated. Uterus slightly 
larger than normal, freely movable. Adnexal 
region negative. Extremities and nervous sys- 
tem negative. 

Laboratory: Red blood cells 3,750,000. 
Hemoglobin 80 per cent. White blood count 
8,200, 74 neutrophiles and 26 lymphocytes. 
Wassermann negative. Urine negative. 

Diagnosis: Chronic suppurative mastitis. 

Operative Record: Simple Mastectomy was 
done under ether anesthesia. Wound was clos- 
ed with drainage, tissue drain being brought 
out through a stab wound in the axilla. 


Pathological Report: Gross examination, 
—the excised breast ulcerated, cut surface about 
this area showed punctate caseating abscesses. 
Lactation present. Microscopic examination, 
—very dense round cell infiltration about ul- 
cerated region. Tubercle formation with giant 
cells and lymphoid infiltration. Diagnosis: 
Chronic Tubercular Mastitis. 

The wound healed by primary intention, tissue 
drains being removed after forty-eight hours. 
There was slight drainage from the stab wound. 
Patient had one degree of temperature on the 
first post-operative day. Aside from this, post- 
operative course was afebrile, uneventful. She 
was discharged on the fifth day. Dressed at 
home on the eighth and twelvth post-operative 
days. When last seen three weeks after opera- 
tion, wound was healed. Patient’s general con- 
dition was good. 


Conclusion: From the brief summary of 
literature on tuberculous mastitis that is pre- 
sented,—tuberculous mastitis is probably more 
common than is ordinarily supposed. 
similate closely chronic suppurative mastitis, 
actinomycosis, adenoma, gumma, adeno-carci- 


It may 
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noma or scirrhous carcinoma, fibro-adenoma or 
sarcoma of the breast. In the majority of the 
cases, abscess with sinus formation with region- 
al lymph gland involvement is the end result. 
The treatment is total excision of the breast. 
The regional lymph glands should be removed 
Some authori- 
ties favor x-ray treatment as a post-operative 
measure. Tuberculous mastitis may occur con- 


if they are extensively involved. 


currently with neoplasm of the breast or chronic 
cystic mastitis. The total number of cases on 
record are about 515. All of these except 
twenty have been females. Tuberculous mastitis 
is essenially a disease of active reproductive 
period, age incidence being twenty to fifty. A 
case is presented. 


CONTENTS 
<ahill, J. A., Jr—Tuberculosis of the mammary 
gland; occurrence—case report. Sur., & Obst., 1925, 
Reb., 227-29. 








MINUTES OF THE REGULAR MEETING 
OF THE MEDICAL SOCIETY OF SOUTH 
CAROLINA, HELD TUESDAY EVE- 
NING, FEBRUARY llth, 1936, AT 8:30 

O'CLOCK, AT ROPER HOSPITAL 

The meeting was called to order by the Presi- 
dent, Dr. W. Atmar Smith. 

The Minutes of the previous meeting were 
read and confirmed. 

Dr. Robert Wilson, Jr. made a brief report 
on the progress of the Credit Bureau and asked 
that members send in their lists for compila- 
tion. 

Dr. W. C. O'Driscoll, the Librarian, reported 
on the work on the Society’s Library, and stated 
that the repairing and cataloguing of the books 
was nearly complete. The Secretary added that 
the workers were now engaged in copying the 
old minutes of the Society. The President re- 
quested that a list of all books transferred to 
the Medical Society Library be included in the 
Minutes. 

A letter from Mr. J. P. Kranz, Secretary of 
the Southern Tuberculosis Conference, was read 
acknowledging the invitation from this Society 
for the meeting of the Conference in Charles- 
ton next fall. 

A letter from Mrs. Albert Simons, represent- 
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the mammary gland. Ann. Surg., 1926, Feb.,175. 

Smith, L. W. & Mason, R. L. The concurrence 
of tuberculosis and cancer of the breast. Surg., 
Cynec. & Obst., Chicago, 1926, xliii,70-72, (illus). 

Vandel, D. T.—Tuberculosis of the mammary 
giand. J. Missouri Med. Ass., 1927, xxiv,260-63. 


J. A. 


Am. J. 


Am. 


gland. 


Surg., 


Wilson, G. E.—Tuberculosis of the breast. 
M. A., 1934, cii,128-129. 


ing a group of Charleston women, was read. 
This letter pointed out that there is now no 
Statute forbidding birth-control activities, and 
requested that the Society endorse the establish- 
ment of a birth control clinic in Charleston. It 
was pointed out that such activities were en- 
dorsed by the House of Delegates of the Amer- 
ican Medical Association. 

Upon motion of Dr. W. H. Prioleau, this 
matter was referred to the Committee on Birth 
Control Clinics. 

A letter from Mr. Homer N. Calver, concern- 
ing the tax on coconut oil, was received as in- 
formation. 

Scientific Program 

Dr. WW. H. Prioleau then made a talk, illus- 
trated by slides, on “The Injection Treatment 
This was discussed by Drs. 
D. L. Maguire and A. M. Buist; the discussion 
was closed by Dr. Prioleau. 

Dr. A. E Baker read a paper on “Leucorrhea, 
its Pathology and Treatment,” illustrated with 
lantern slides. This was discussed by Drs. 
Taft and Buist. 


of Hemorrhoids.” 


The meeting then adjourned. 
Respectfully submitted, 
J. 1. Waring, M. D., 
Secretary. 
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THE DEATH OF DR. J. A. MOOD 


In the passing of Dr. Mood the State Medi- 
cal Association loses an Honorary Fellow of 
high distinction and of pioneer fame. Dr. 
Mood was one of the first surgeons in the South 
Atlantic States courageous enough to open a 
private hospital. He made a notable success of 
this venture, and for many years this hospital 


was an inspiring medical center in Sumter Coun- 
Dr. Mood lived 
to a ripe age and saw the marvelous unfolding of 
modern medicine and was able to extend its 
benefits to a large clientele. Dr. Mood meant 
far more to his community and his state than 
one sometimes conceives as the limited sphere of 


ty and surrounding counties. 


the daily rounds of the practitioner of medicine 
He had a 
significant career as a promoter of the best edu- 
cational facilities possible for the young people 
of Sumter County. He was a militant leader in 
this regard and served on the school board of his 
native city throughout the greater part of his 
active life. 


and surgery, great as that may be. 


He had an enviable interest along 
many other lines and was an all around citizen 
of the highest type. He had that modesty which 
always becomes true worth and is more often 
an evidence of it. He maintained a keen in- 
terest in organized medicine. He was a friend 
to the young physician and had a storehouse of 
knowledge vouchsafed to few in the medical 
profession, 


THLE PROVISIONAL PROGRAM IN THIS ISSUE 


The sciéntific committee, of which Dr. George 


R. Wilkinson, of Greenville, is the Chairman, 


presents in this issue the provisional program 


for the meeting of the State Medicai Associa- 
tion, April 21, 22, 23. 
complete for the largest meeting of the State 
There 
need be no fear of ample hotel accommodations 
for any number of physicians and their wives 
who may wish to attend the Greenville meeting. 
The Poinsett Hotel will be headquarters and the 
place for all the meetings, but the Ottaray and 
the Imperial Hotels have been approved by the 
Committee as being hostelries with every com- 
fort and at reasonable rates. We have never 
known a meeting of the Association in Green- 
ville to fail as a spectacular success. The pro- 
fession there is in the forefront in their at- 
tainments and eminence. Many of the medical 
men there are known throughout the United 
States. The hospitals in Greenville rank with 
the best in the country. The hospitality of the 
city is known far and wide. It would be im- 
possible to enumerate here the many advantages 


Everything is now about 


Medical Association in recent years. 
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the city of Greenville offers the State Medical 
Association as a meeting place. 

There are a number of special features this 
year, the most notable being the big dinner 
for the entire Association. It has been many 
years since such an elaborate affair of this kind 
has been attempted by the Association. Every 
doctor should try to bring his wife to the Con- 
vention this year. The facilities for entertain- 
ing the ladies are unlimited. The Woman’s 
Auxiliary to the Greenville County Medical 
Society is a very active organization, and they 
are in position to provide an extraordinary pro- 
gram for the Woman’s Auxiliary to the State 
Association. 

Our guests are known far and wide for their 
contributions to medicine and surgery. Dr. 
This 
is not his first visit to our Association, but in 
the intervening years his fame has extended 
around the world. Dr. Porter, who will de- 
liver the address in medicine, is a teacher of 
outstanding accomplishments. He _ represents 
one of the far famed schools of the South, the 
Medical College of Virginia at Richmond. This 
school has grown by leaps and bounds in recent 
years and is representative of one of the great 
medical centers of the country. 

The President of the State Medical Associa- 
tion, Dr. R. C. Bruce, lives in Greenville. He 
has served on the various committees in their 
preparation for our coming. It is not often that 
the coincidence happens that the Association 
meets in the home city of the President. A 
record breaking registration is hoped for in 
honor of our President. 


Crile is an international figure in surgery. 


PROVISIONAL PROGRAM OF EIGHTY- 
EIGHTH ANNUAL SESSION, SOUTH CAR- 
OLINA MEDICAL ASSOCIATION 
April 21, 22 and 23, 1936—Greenville, S. C. 
Headquarters : 

POINSETT HOTEL 
The House of Delegates will meet Tuesday, April 
21, at 8 P. M. 


Papers to be Read Wednesday and Thursday 


The Treatment of Intestinal Obstruction by the Use 
of the Duodenal Tube and Suction. Dr. C. R. F. 
Baker, Sumter, S. C. Discussion: Dr. C. J. Lem- 
mon, Sumter, S. C. 

Bedside Observations on the Dying. Dr. Roy P. 
Finney, Spartanburg, S. C. 


Blood Transfusion. 
bia, S. C. 

Thyroid Disease. 
bia, S. C. 

Cardiac Pain and Its Management. 
Josey, Columbia, S. C. Discussion: 
Wilkinson, Greenville, S. C. 

A Clinical Study of Twenty-five Hundred Cases of 
Appendicitis at the Anderson County Hospital Over 
a Thirteen Year Period. Dr. J. R. Young, Anderson, 
S. C. 

The Question of Drainage in Abdominal Surgery. 
Dr. Carl B. Epps, Sumter, S$. C. 

Facts of General Interest About X-rays and 
Radium. Dr. Hillyer Rudisill, Jr., Charleston, S. C. 

Vesicular Eruptions of the Hands. Dr. John M. 
van de Erve, Charleston, S. C. Discussion: Dr. J. 
H. Crooks, Greenville, S. C. 

The Simplified Ketogenic Diet in the Treatment of 
Bacilli Infection of the Urinary Tract in General 
Practice. Dr. J. H. Cutchin, Easley, S. C. Discus- 
sion: Dr. J. D. Guess, Greenville, S. C. 

The Prevention of Loss of Weight in the New- 
born. Dr. J. I. Waring, Charleston, S. C. Discus- 
sion: Dr. Julian Price, Florence, S. C. 

Psychology of Sub-normal Individuals. 
Whitten, Clinton, S. C. 

A Method for Reconstruction of the Common Duct. 
Dr. LeGrand Guerry, Columbia, S. C. Discussion: 
Dr. Robert Cathcart, Charleston, S. C. 

Screw Worm Infestation. Dr. W. R. Wallace, 
Chester, S. C. Discussion: Dr. J. A. Hayne, Co- 
lumbia, S. C. 

The Treatment of Congenital Syphilis. Dr. D. 
Lesesne Smith, Jr., Spartanburg, S. C. 


Dr. David F. Adcock, Colum- 
Dr. Roger G. Doughty, Colum- 


Dr. A. Izard 
Dr. George R. 


Dr. B. O. 


SPECIAL ORDER 
Wednesday afternoon, April 22, 1936 
4:00 P.M. 

Address 
Dr. George W. Crile, Cleveland, Ohio 


5:00 P. M. 
CLINIC 
Hyperinsulinism 
Dr. George R. Wilkinson, Greenville, S. C. 


SPECIAL ORDER 
Thursday, April 23, 1936, Noon 
Address 
The Relation of Nutritional Deficiencies to Heart 
Failure—Dr. William B. Porter, Richmond, Va. 


AFTERNOON 
Ward Rounds and Demonstration of Orthopedic 
Cases, Shriner’s Hospital for Crippled Children: Dr. 
J. Warren White and Dr. L. H. Coleman, Greenville, 
S. C. 


SCIENTIFIC EXHIBITS 
Drs. E. W. and McNeill Carpenter, Greenville, S. C. 
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PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 


>. 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


SUE cael 


ABSTRACT No. 304 (29277). Dec. 13, 1935 
Case of Dr. Rhame 

Student Wallace (reading) : 

A white female, housewife, age 39 years, ad- 
mitted 9-19-35, died 10-5-35. 

History: 5 weeks before admission, patient 
noted general malaise and constipation. A fever 
developed and had persisted to admission. Soon 
thereafter a sudden pain developed in the right 
upper abdominal quadrant, constant, with no 
radiation. “No history of typhoid fever or 
typhoid vaccine previously.” Only recorded 
previous illnesses were tonsillitis and influenza. 
Review of systems all noted as “neg.” except 
“sore throat,” “toothache,” and “slight hemor- 
rhoids.” Family history irrelevant. Married 
twice; 1 pregnancy by first husband, with mis- 
carriage at 6 1-2 months. 
nancies. 

Exam: A white female, of normal stature; 
weight 140 Ibs. (usual weight 150 Ibs.), temp. 
100.4, pulse 120, resp. 20, B. P. 130-88. Skin 
and mucous membranes yellowish, sclerae yel- 
low. Tongue coated. Unable to examine 
mouth and throat due to nausea. Lymph glands 
“neg.” Chest “well developed, clear.” Cardio- 
vascular: “pulse full, no pathology detected.” 
Abdomen: “tenderness and_ rigidity 
RUQ.” Remainder of exam. neg. 

Laboratory: Urine (9-19; 9-23; 9-28) 
cloudy, yellow, acid ; $.G. 1.014-1.028 ; alb. 0, 0, 
3 plus; sugar, acetone, bile neg.; casts 0, 0, 1 
plus; leukocytes 1 plus (voided specimens). 
Blood (eight counts, 9-19 to 10-3): Hb. 72 
per cent-67 per cent(D); RBC 4,189,000; 
WBC 15,700 on 9-19, with gradual and pro- 
gressive increase in each successive count to 
43,800 on 10-3; polys 78 per cent on admission, 
gradually rising to 91 per cent on 10-3; lymphs 
and monos progressively decreasing. (9-27) 
Bleeding time 2 min., coag. time 4 1-2 min. 
Blood Kolmer and Kline neg. Van den Bergh 
(9-30) direct 3 plus, delayed direct 4 plus; 
quantitative bilirubin 4.1; icterus index 57. 
Blood culture (9-23) neg. Stool culture (9-25) 


No other preg- 


over 


for bacillus typhosus neg. Widal (9-19) 2 
plus, (9-21) 3 plus, (9-23) 3 plus, (9-25) 4 
plus, (10-2) 4 plus. Agglutination tests for 
paratyphoid A and B continuously neg. 

Course: Temp. of continuous type, between 
99 and 101.2 until 9-25, then of intermittent 
type for 3 days, rising in P.M. to 100.6, falling 
in A.M. to 98. From 9-29 until death, temp. 
not over 99.8, gradually falling below normal. 
Pulse continuously above temp. curve on chart, 
usually varying between 110 and 130. Resp. 
20-32, not particularly rapid towards end. 
Clinically no new symptoms appeared. The 
jaundice persisted, possibly became deeper. The 
pain in the RUQ was apparently constant. Be- 
came progressively weaker, died at 4:30 A.M. 
on 10-5-35. 

Dr. Robert Wilson, Sr. (conducting) : 
Pope? 

Student Pope: There are pain in the ab- 
domen, continuous fever, and a positive Widal 
to suggest typhoid fever. On the other hand, 
the spleen is apparently not enlarged, the blood 
and stool cultures were negative, and there is a 
marked leukocytosis, all not fitting into the 
picture of typhoid fever. In the usual case of 
typhoid fever going on to a fatal issue, the Widal 
does not get progressively stronger, since the 
Widal agglutination test depends upon the pres- 
ence of antibodies in the patient’s serum. It is 
well known that marked jaundice can give a 
positive Widal, even one as strong as this be- 
came; due to the presence of jaundice in this 
case, and the other things about the Widal that 
I have mentioned, I am going to disregard the 
Widal. Without the Widal, the picture loses 
most of the features suggesting typhoid fever. 

The urinary findings could be explained on 
the basis of almost any terminal condition, and 
they would seem to be more likely to develop in 
a case in which jaundice was present. 

Malignancy of the head of the pancreas must 
be considered, but the course of the illness is 
seldom as rapid as this one seems to have been. 

Cholecystitis remains to be considered. In 


Mr. 
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the acute forms, the onset is usually sudden, with 
a chill, high fever, and sweats. While the last 
features are lacking, the pain, tenderness and 
rigidity in the right upper abdominal quadrant 
sound very suggestive. The blood count is quite 
characteristic of the more fulminating forms. 
Since this diagnosis more satisfactorily explains 
all the features of the case than any other, I 
will make that as my diagnosis. I believe she 
must have died from a pneumonia, although 
there is nothing on the record to suggest it. 

Dr. Wilson: Mr. Able, what do you think 
about this case? 

Student Able: I think that cholecystitis 
should be considered, but I believe that the 
fever would have gone higher with cholecysti- 
tis. And the jaundice means that the liver or 
the hepatic bile ducts must have been involved. 

I think that carcinoma deserves serious con- 
sideration. I note that she had “hemorrhoids.” 
If by that she meant bleeding at stool, the pos- 
sibility of carcinoma of the intestinal tract be- 
comes quite definite. The symptoms have ap- 
parently been present only five weeks, but that 
does not exclude the possibility of cancer. The 
pain in the region of the liver, with the deepen- 
ing jaundice, suggests severe liver damage, and 
that could easily be explained on the basis of 
metastatic lesions in the liver. Of course sud- 
den pain is not the common thing in metastatic 
carcinoma of the liver; usually the pain is 
gradual in onset and becomes progressively more 
severe. If there were a secondary carcinoma 
of the liver, that organ should have been en- 
larged; there is no note on the abstract as to 
the size of the liver. ‘The low-grade fever is 
also suggestive of carcinoma. 

Dr. Lynch: Why do you say fever with 
carcinoma of the liver? 

Student Able: Possibly secondary infection. 

Dr. Lynch: Oh, all right. But the carci- 
noma itself would not cause fever. 

Dr. Wilson: Why do you talk about every- 
thing but typhoid fever? 

Student Able: The jaundice could easily 
cause the positive Widal, and the other symp- 
toms are not very suggestive of typhoid fever. 
If we assumed that typhoid fever was present in 
this case, the background for a cholecystitis 
would be quite clear; the typhoid bacillus com- 


monly involves the gall bladder and the biliary 
radicles. However, I do not think that the 
fever was high enough for a cholecystitis. There 
should also have been a history of previous di- 
gestive symptoms referable to the gall bladder. 
Dr. Wilson: There would have been prev- 
ious symptoms only if the acute attack was an 
exacerbation of a chronic cholecystitis ; an acute 
fulminating cholecystitis need 
ceded by minor gall bladder symptoms. 
do you think the patient died of ? 
Student Able: I believe that she died of liver 
failure, as a result of extensive metastases to the 
liver. 


not be pre- 
What 


The primary lesion may have been in the 
gastro-intestinal tract. There is nothing on the 
abstract to suggest that something new develop- 
ed to carry her off. 
Dr. Wilson: We will have time 
more to discuss the case. 
Student Harrison: 


for one 
Mr. Harrison? 

1 agree with Mr. Able 
The van den Bergh 
test was not only indirect, but was also direct, 
indicating destruction or loss of liver tissue 
proper. 


about the carcinoma. 


The jaundice in carcinoma of the 
liver usually progressively deepens as it did in 
this case. As primary carcinoma of the liver is 
so rare, | believe that it must have been secon- 
dary in the liver, with the primary growth in 
the stomach or uterus or bowel. The fever and 
leukocytosis cannot be explained on the basis 
of the tumor per se, but they would develop as 
a result of necrosis and hemorrhage into the 
tumor nodules. 


I have ruled out typhoid fever because the 
symptoms are not definite enough. From the 
record it would seem that the patient had not 
been confined to bed for the whole course of her 
illness, as her only symptoms seem to have been 
malaise and constipation. After five weeks 
typhoid fever should have given much more 
definite symptoms than that. The Widal test 
means little in the presence of jaundice, as has 
been pointed out. The gall bladder inflamma- 
tion that comes on with typhoid fever is seldom 
this severe. 


I cannot explain the sudden pain in the region 
of the liver, unless infection caused it. 


Dr. Wilson: 


Dr. Rhame, you handled the 
case. What did you think? 
Dr. Rhame: The history as recorded on the 
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chart is the same as she told me. But she was 
sicker than you might gather from reading the 
abstract. She had been in bed for 4 1-2 weeks 
when I saw her. She was so sick that she was 
very uncooperative. She refused to answer 
questions, insisting that she be let alone. She 
resisted examination, even of the abdomen, and 
would absolutely not permit a rectal examina- 
tion. The pain she complained of was quite 
severe, and she was exquisitely tender in the 
right upper quadrant. She was dehydrated, 
her tongue was heavily coated, and she looked 
quite ill, although she stated that she had been 
perfectly well up until the onset of her present 
illness. 

She had had a previous operation elsewhere, 
and I gathered that it was a hysterectomy, al- 
though I could not be sure. 

Our diagnosis was typhoid fever, probably 
with cholecystitis, but after consultation we de- 
cided not to operate because of her generally 


poor condition. We thought that the inflam- 


mation of the gall bladder had probably extend- 
ed into the liver, giving a cholangitis there. 
She was so tender over the liver area, and so 
uncooperative, that it was impossible to map 


out the liver. 

Dr. Wilson: Dr. Rhame asked Dr. Cannon 
and me to see the patient in consultation. My 
own opinion was that all her acute symptoms 
were related to the liver area. I hesitated be- 
tween acute cholecystitis complicating typhoid 
fever, and a primary empyema of the gall blad- 
der. We did not place too much emphasis on 
the Widal, because, as all of you have noted, 
a positive result is usually gotten in the pres- 
ence of jaundice. But from the history and 
the general appearance of the patient we be- 
lieved that it was a case of typhoid fever, with 
cholecystitis. We did not think that her con- 
dition warranted operation, however. 

Dr. Lynch: Is there any record of why the 
uterus was removed ? 

Dr. Rhame: No, we could not find that out. 

Dr. Lynch: I asked that because in any case 
in which a suspicion of malignant neoplasm is 
entertained it is well to study carefully any 
previous operations the patient may have had. 
If her uterus had been removed for carcinoma, 
it would have been very important in making the 
differential diagnosis. 


She had a carcinoma of the bowel, all right, 
but just how you men arrived at that diagnosis 
from the record is more than I can say. Possi- 
bly if her physicians had been able to get a more 
complete history, or had been permitted to ex- 
amine her more carefully, a diagnosis could have 
been made, but I believe that the diagnosis is 
unwarranted with the data at hand. 

As you can see here (demonstrating autopsy 
specimens ), there was a large, fungating, cauli- 
flower growtk about the ileo-cecal valve, with 
marked narrowing of the lumen of the ileum by 
the tumor. This may have caused the consti- 
pation, which was one of her first symptoms. 
On the other hand, as the fecal content of the 
bowel is liquid as it passes through the ileum, 
the obstruction must be very marked before 
constipation is manifest. The small intestine 
proximal to this point was distended ; possibly 
this distention had something to do with the 
abdominal discomfort for the last few days. 
This primary growth was voluminously infect- 
ed, and this infection was doubtless the im- 
portant factor in producing the fever and leuko- 
cytosis, although necrotic tumor tissue else- 
where, and the marked dehydration may have 
been factors, too. 

From this primary neoplasm in the cecum, 
massive metastases developed in the liver. As 
you can see, the liver is about twice its normal 
size. Numerous umbilicated white nodules can 
be seen throughout its substance, replacing a 
large portion of the liver parenchyma, and 
doubtless interfering with the function of much 
of the remainder. The liver is markedly jaun- 
diced, probably partially a result of direct de- 
struction of liver cells, partially a result of ob- 
struction to the biliary radicles by the tumor 
nodules. Death was apparently due to the ex- 
tensive liver damage. There was no pneumonia, 
which might have-been expected in such a case. 
Of course the infection of the primary tumor 
in the bowel was also an important factor in 
the fatal issue. 

This case serves to emphasize two things. In 
the first place, symptoms, no matter how trivial- 
sounding, should be carefully inquired into, and 
in the case of hospital records, written down 
carefully. If the lead symptom of constipation 
had been followed up here, the diagnosis might 
possibly have been made. Constipation is such 
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a common symptom, and usually means so lit- 
tle in an anatomical way, that it is frequently 
completely passed over. 

The other thing that is well brought out by 
this case is that a tumor must cause local dys- 
The 
history is apparently of only five weeks dura- 
tion. 


function before it is brought to attention. 


In this case this means, that partial in- 
testinal obstruction was present for that length 
of time. In many of the internal organs a 
tumor has to reach an advanced stage before it 
is brought to attention. Not infrequently a 
tumor of the bowel is not recognized until it 
becomes markedly ulcerated and infected, caus- 
ing diarrhoea and intestinal bleeding. These 
facts explain the poor prognosis in most cases 
of internal cancer, when compared to tumors 
of the skin or breast, for instance, where the 
whole process can be easily observed and de- 
tected early. J am reasonably sure that this 
tumor had already metastasized when the first 
symptoms were noted. 


But this was also an unusually malignant 
tumor, considering its origin. Most carcino- 
mas of the bowel are of relatively low grade 
malignancy. 


Dr. Robert Wilson, Jr: On the basis of 
the record, I can see absolutely no justification 
for the diagnosis of carcinoma of the liver. 
Carcinoma of the liver usually gives an ob- 
structive type of jaundice, commonly a com- 
plete obstruction. Under such circumstances 
there should have been bile in the urine (it was 
not noted here) and 
absent from the stool. 


bile should have been 


I think the failure to find bile 
in this urine must have been the result of an 
error. 


Dr. Johnson: 


Jaundice as severe as this, with a three 
plus direct van den Bergh and an icterus index 
of 57, is bound to give a spilling of bile into 
the urine. 

Dr. Peery: The sudden onset of pain in 
tumor cases is not infrequent, and deserves 
mentioning, as many have hesitated on that 
point today. Portions of a tumor frequently 
become necrotic as a result of insufficient blood 
supply. Blood vessels are not infrequently 
eroded as necrosis continues, and sudden hem- 


orrhage may occur into a portion of a tumor. 


This sudden stretching of the tumor tissue may 


cause a sudden severe pain. Realizing this, 
a sudden pain should not cause difficulties in 


a case in which a tumor is suspected. 








RIDGE MEDICAL SOCIETY 
MEETING 

The Ridge Medical Society met in the Rut- 
land Hotel the twenty fourth of February 1936, 
at seven twenty o'clock in the evening with a 
good attendance. 

It had as its guests the members of the Ladies 
Auxiliary and Dr. and Mrs. R. W. Ball of the 
Health Department of Columbia, S. C., Mrs. 
Wilmer Suber County Health nurse of Lexing- 
ton and Mrs. R. S. Marshall a nurse of 
burg and Messrs. H. K. 


sates- 
Dechart, Hazel, C. 
Corley and Lawler of the U. S. Public Health 
Service. 

Dr. R. W. Ball gave an interesting lecture on 
various departments of public health work with 
special emphasis on infant mortality and ma- 
ternal welfare, prenatal care, etc. 

Mr. Dickert, engineer for the health depart- 
ment made an instructive talk on malaria, its 
cause and prevention with special emphasis on 
the mosquitoes and drainage and the economic 
loss. 


Mrs. Hazel and Lawler exhibited a number 
of films which showed the various stages of de- 
velopment of the mosquitoes and their method 
of disseminating malaria or infecting people 
with it. 

They also showed the development and meth- 
ods of the yellow fever bearing mosquitoes. 

They gave various illustrations and explana- 
tions. 

Mrs. W. Suber spoke of some of her observa- 
tions. 

A number of questions as to matters concern- 
ing mosquitoes were asked Dr. Lawler. 

The following were elected delegates to the 
State Medical Association : 

Dr. J. N. Crafton from Edgefield County. 

Dr. O. D. Garvin from Saluda County. 

Dr. W. W. King from Lexington County. 

Supper was served in the spacious dining 
room where much merriment ensued. 

Short amusing talks were made by some of 
the visitors and members. 

W. P. Timmerman, Secretary. 
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WOMAN’S AUXILIARY 


SOUTH CAROLINA MEDICAL ASSOCIATION 


ADVISORY COUNCIL 


Dr. J. Heyward Gibbes _-_____- __Columbia, 
Dr. E. A. Hines al = -------.-Seneca, 
Dr. William A. Boyd _- ‘ on _..Columbia, 
Dr. Kenneth Lynch Te 
Dr. J. W. Bell__- _. Walhalla, 


RANNNN 
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OFFICERS 


President, Mrs. Clarence E. Owens -__- 
President-Elect, Mrs. Frank Strait__ 
First Vice President, Mrs. Izard Josey __Columbia, 
Second V-President, Mrs. J. Warren White _ Greenville, 
Cor. & Rec. Secretary, Mrs. Berrien Kendall Columbia, 
Treasurer, Mrs. Thomas A. Pitts -__- Columbia, 


COUNCILLORS 


-.Columbia, 


R2NNNMDM 
easene 


Spartanburg, 
Rock Hill, 
Sumter, 
Walterboro, 
Batesburg, 


. L. J. Blake 
. Dave Bigger 
. J. R. Dunn 
. Riddick Ackerman 
. Price Timmerman 
STATE CHAIRMEN 


Student Loan Fund, Mrs. L. O. Mauldin 
Mrs. C. P. Corn 

Hygeia, Mrs. W. C. Abel 

Program, Mrs. J. Warren White 

Organization, Mrs. Izard Josey 

Public Relations, Mrs. S. O. Holman. 

Historical, Mrs. H. M. Stuckey ; = r eanenny 

Publicity, Mrs. E. Clay Doyle Seneca, 

Jane Todd Crawford Mem., Mrs. IL. Bundy, Rock Hill, 
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Greenville, 
Greenville, 
._ Columbia, 
Greenville, 
ae Columbia, 
Timmonsville, 


: 
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CONVENTION CALL 


The State Convention of the Auxiliary to the 
South Carolina Medical Association will be held 
at the Poinsett Hotel in Greenville, April, 21, 
22 and 23 with the Greenville Auxiliary, of 
which Mrs. T. R. Wilson is President, acting 
as hostess. The hotel is holding in reserve the 
entire ninth floor for members of the Auxiliary 
who attend. The manager is very 
anxious to know the number who would like to 
make reservations at this hotel. Please notify 
Mrs. Clarence E. Owens, of Columbia, imme- 
diately, so she may in turn notify the Chairman 
of Committee on Arrangements in Greenville. 


wish to 


For each twenty paid up members or fraction 


thereof in your County Auxiliary, in addition 
to yourself, you are entitled to one delegate and 
one alternate. The alternate may serve in the 
absence of the delegate. Will you please elect 
your delegates and alternates at the next meet- 
ing of your Auxiliary if you have not already 
done so and send their names to me immediately 
so the proper number of credential cards may 
be sent in due time. 


All County Presidents are members of the 
Executive Board and are urged to be present 
on the evening of the 21st when the Board will 
meet to consider important matters. 


A most delightful business and social program 
has been arranged by Mrs. J. L. Sanders, the 
Convention Chairman. 

Mrs. Clarence EK. Owens, 


President. 





LETTER TO ORGANIZATION 
CHAIRMEN 


Among the other good things the New Year 
has brought to you I hope it has given you in- 
creasing zeal and fortitude regarding your 
Medical Auxiliary work! 

I am so interested in knowing how your 
Auxiliary is progressing in securing new mem- 
bers and keeping alive those already joined. 
Should any new doctor’s wives move into your 
community please ask them to join your unit, 
and if there are other ought-to-be Auxiliary 
members try again to create in them a sympathy 
and an interest in our work, stressing especially 
our main goal—the Student's Loan Fund—and 
that we as an organization hold ourselves in 
readiness to aid, when called on, the medical 
profession. Remember that the more members 
in an organization the more alive it will be; 
more personal contacts, greater variety of views 
and talents, and a larger, hence more far reach- 
ing work. 

I am working on the organization of new 
Auxiliaries in several towns and hope to have 
this work complete in a short while. It is to 
you, however, as organization chairman of your 
Auxiliary, that I am looking to for help in in- 
creasing membership and in the very important 
work of keeping alive the interest of your 
present members. 

With every good wish for your success in 
this undertaking. I am 

Yours very truly, 
Elizabeth Douglas Josey, 
Organization Chairman 
Auxiliary to S. C. Med- 
ical Association. 
Columbia, S. C. 
Jan. 24, 1936 
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COMMUNICATION ABOUT JANE TODD 
CRAWFORD MEMORIAL 


The Jane Todd Crawford Memorial, as you 
doubtless know, is a project of the Auxiliary 
to the Southern Medical Association, and, as 
we are one of its branches, the Board would 
like for us to do what we can towards it. 

First about Jane Todd Crawford—in case 
you are not familiar with her history—she was 
a Kentucky woman, the first in this country 
upon whom ovariotamy was performed. The 
operation was done without anaesthesia by Dr. 
McDowell, to whom a memorial has already 
been established, and it is to commemorate the 
courage of this pioneer woman who rode in 
from the mountains on horse-back and offered 
herself for the advancement of experimental 
science, that the movement has been started. 
What form of memorial it will be whether 
scholastic, endowment or statuary has not been 
decided, but we are asked each year to give 
something towards it until the work is com- 
pleted. 

Will you please bring this before your Aux- 
iliary at its next meeting, and request five or 
ten cents per member to be applied to this fund? 


Columbia has pledged five cents per paid up 
member, and I hope that every member in the 
State will do as much, or more. 


Please send your contributions direct to our 
State Treasurer, Mrs Thos. A. Pitts, Columbia, 
& 

I wish you success and thank you for your 
assistance. 

Sincerely yours, 
Mrs. J. L. Bundy 
Rock Hill, S. C. 
Feb. 4, 1936 





REPORT TO MRS. SIMONDS, CHAIR- 

MAN OF PUBLICITY FOR THE AUX- 

ILIARY TO THE AMERICAN MEDICAL 
ASSOCIATION 


Greetings and best wishes from South Caro- 
lina for a successful Auxiliary year: 

The State Chairman for Press and Publicity 
is one of our most efficient members, Mrs. 
Clay Doyle of Seneca, so should you have any 
questions to ask or any instructions to give if 


you will direct your communications to her 
you should receive a prompt answer. 

South Carolina stands squarely back of you 
in your Auxiliary work and if there are any 
requirements new items, etc, which should come 
from Mrs. Doyle or the State President I 
should appreciate information relative to same. 

I have stressed the necessity of appointing 
a Chairman of Publicity in each unit but there 
are some Auxiliaries which have failed to com- 
ply. The following is a list of the names of 
Chairmen which | have been able to secure and 
where I have failed | am supplying the names 
of the Presidents. 

Mrs. Roddy Miller, Rock Hill, President. 

Mrs. Floyd Rodgers, Columbia, Chairman. 

Mrs. W. 
man. 

Mrs. 

Mrs. 

Mrs. 

Mrs. 

Mrs. 

Mrs. 

Mrs. 


M. Carpenter, Greenville, Chair- 


Carroll Brown, Walterboro, President. 

J. C. Pepper, Easley, President. 

W. C. Whitesides, York, President. 

L.. J. Blake, Spartanburg, President. 

D. G. Barton, Anderson, President. 

QO. 'T. Finklea, Florence, President. 

J. D. Waters, Saluda, President. 
Mrs. Richard Baker, Sumter, Chairman. 
Mrs. Clay Doyle, Seneca, Chairman. 

Most cordially yours, 
Mrs. C. E. Owens, 
President of the Auxiliary 
to the South Carolina 
Medical Association. 
Columbia, S. C. 
January 22, 1936 





SPARTANBURG MEDICAL AUXILIARY 
MEETING 


The President's Birthday Ball which was 
given at the Franklin Hotel, Thursday, January 
30th, was sponsored by the Women’s Medical 
Auxiliary of Spartanburg with Mrs. H. E. 
Mason general chairman. The ball room was 
beautifully decorated in patriotic colors and 
flags. In spite of the inclement weather the 
ball was well attended. A huge birthday cake 
was raffled off. Delicious refreshments con- 
sisting of punch and cookies were served. ‘The 
purpose of the ball was to raise funds for 
crippled children, 30 percent going to the Warm 
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Springs, Ga. fund and 70 percent to the crippled 
children of Spartanburg County. 
Mrs. P. A. Smith, 
Publicity Chairman. 





SPARTANBURG MEDICAL AUXILIARY 
MEETING 

The Woman’s Medical Auxiliary met with 

Mrs. James Sparkman, Gadsden Court, on Mon- 

day, January 27th, with Mrs. Sparkman, Mrs. 


C. W. Bailey and Mrs. Dennie Hill hostesses. 
The guest of honor, Mrs. Clarence Owings, of 
Columbia, S. C., the State President of the 
Auxiliary, made an interesting talk on duties 
of the organization. Dr. Ruth Franks of Con- 
verse College gave an interesting account of 
her visit in India. After the meeting a social 
hour was enjoyed and delicious refreshments 
Mrs. P. A. Smith, 
Publicity Chairman. 


were served. 





SURGERY 





WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 


~~ 


“INTRASPINAL INJECTION OF 
ABSOLUTE ALCOHOL FOR 
INTRACTABLE PAIN” 


The relief of intractable pain is an ever pres- 
ent problem. Naturally the most desirable way 
is to remove the cause and thus effect a cure. 
However only too often this is out of the ques- 
tion, especially when it is due to far advanced 
malignant disease. In some cases the suffering 
is so intense that resort to any measure that 
gives promise of relief seems justifiable. On 
the other hand, when complete recovery is im- 
possible, it does not seem advisable to subject 
these patients to a major operation with its at- 
tendant discomforts. There is needed some 
simple method of relieving pain in these incura- 
bles so as to make their last days more com- 
fortable. 


Opium has long been used and is still the main 
stand by. While we would not do without it, 
its disadvantages and limitations are too well 
known to need discussion. 


Cordotomy has been the answer in some cases, 
but the fact that it is a major operation makes 
it unsuitable for many others. In the same 
category are other operations for section of the 
nerves in various regions, especially the pelvis. 


A simple procedure is proposed by Dr. W. D. 
Abbott of Des Moines, lowa (Am. J. Surg. 
XXXI 351 (Feb.) 36). It is the intraspinal 


injection of absolute alcohol. He reports its 


use in 25 patients, in 21 of whom it gave relief 
to intractable pain. 

The patient is placed on the side, with the 
painful side up, and is flexed horizontally and 
vertically. ‘The needle is inserted into the spinal 
canal at the desired level and 1 cc of absolute 
alcohol is injected slowly, taking four to five 
minutes. The same position is maintained for 
about twenty minutes. The patient is then 
placed in bed on his back with the head lowered 
for 24 hours. After this he is allowed to be up. 
If the pain is bilateral the opposite side is in- 
jected after five days. If relief from pain is not 
complete, a second injection is made a segment 
higher or lower. Immediately after the injec- 
tion some patients complain of numbness in the 
distribution of the segment, but this usually 
passes off in two to three days. In two cases 
there was transient weakness in the extremity. 
This gradually subsided. It is of particular in- 
terest that there was no loss of bladder or bowel 
control. There was one death in the series. It 
occurred in a patient already moribund from 
general carcinomatosis. 


Most of the patients treated were restored to 
a satisfactory state of health once the pain was 
relieved. Among them were cases of neuralgia, 
neuritis and arthritis. In these cases other 
methods had been tried and had failed. 


There were some suffering from incurable 
diseases such as advanced carcinoma, diabetic 
gangrene, and tuberculosis of the spine. In the 
series of 25 cases there were two failures, two 
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instances of partial relief, and one death. In 
21 cases relief was afforded from intractable 
pain. 

Editor’s Note: In this column an attempt is 
made to report advances in the knowledge of 
surgery. Accordingly many of the procedures 


are new and have not been sufficiently proven to 
warrant their general use. While the intra- 
spinal injection of alcohol is easily accomplished, 
it must not be taken lightly as dire consequences 
in the nature of nerve and cord degeneration 
may result. 





SOUTH CAROLINIANA 





J. I. WARING, M.D., 


CHARLESTON, S. C. 





CERTIFIED SPECIALISTS 


Whether the profession and public are right 
or wrong in complaining at times about the sup- 
posed growth of specialism, or whether the chief 
concern of both has been with the specialist’s 
fee, this editor does not pretend to judge. That 
“specialists” have been much too easily self ap- 
pointed in the past, and that both medical and 
public opinion has been biased by the pride and 
protestations of some of our pseudo “special- 
ists,” seems to be a general idea. 


Medical education was satisfactorily elevated 
and regulated through the activities of the 
American Medical Association. In _ recent 
years, through the efforts of men concerned with 
maintaining the level and reputation of their 
particular specialties, a number of Examining 
Boards have come into existence and have func- 
tioned satisfactorily in establishing standards 
for those who profess to have special knowledge 
in one branch of medicine. 

The first Board, the American Board of Oph- 
thalmology, was erganized in 1916. ‘The Amer- 
ican Board of Otolaryngology was organized in 
1924. The American Board of Obstetrics and 
Gynecology in 1927 and the American Board of 
Dermatology and Syphilology in 1932. Follow- 
ing these pioneer efforts have come the Ameri- 
can Board of Pediatrics, the American Board of 
Psychiatry and Neurology, the American Board 
of Radiology, the American Board of Orthope- 
dic Surgery and the American Board of Uro- 
logy. At present efforts are being made to 
provide certifying Boards for internists, sur- 
geons and pathologists. Members of these ex- 
amining Boards are oppointed by the special 


societies and the American Medical Association. 

Over all of these Boards there has come into 
being the Advisory Board of Medical Special- 
ties. This Board acts as a coordinator of pro- 
cedure and standardization. This Board will 
also publish a register of the licentiates of all the 
Boards. The Directory of the American Medi- 
cal Association will include lists of the licentia- 
tes also. 

It is not expected that any of these Boards 
will go out into the by-ways and compel candi- 
dates to come forward. 

These Boards differ from State and Nation- 
al Examining Boards in that they do not confer 
license to practice but only certify that a phy- 
sician has had certain experience and training 
and that he has shown by examination that he is 
qualified to practice a particular branch of medi- 
cine. 

Sometimes the trouble and expense of secur- 
ing recognition by one of the Boards seems to 
outweigh the advantage of certification, and 
many qualified physicians in South Carolina 
have for various reasons failed to show interest 
in this movement. Nevertheless, encourage- 
ment of the establishment of standards and the 
recognition of the specialists’ qualifications 
would seem to be highly desirable, and the phy- 
sicians of the state would benefit themselves and 
their specialties by supporting the various 
Boards. 

There is no necessary implication that the 
doctor who fails to obtain a certificate is not 
qualified to practice his specialty, nor does the 
general practitioner need such a certificate. 
Nevertheless the general man can feel sure that 
those specialists who have qualified with their 
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respective boards are qualified to take care of 
patients whom he may refer to them. 

The following is a list of South Carolinians 
who have obtained certificates in their special- 
ties. This is compiled from information ob- 
tained from the several Boards. 

American Board of Ophthalmology— 
Edw. F. Parker, Charleston. 
D. S. Asbill, Columbia. 
S. R. Lucas, Florence 
E. W. Carpenter, Greenville. 
J. W. Jervey, Greenville. 
J. W. Jervey, Jr., Greenville. 
American Board of Otolaryngology (to 1934)— 
W. H. Nardin (deceased), Anderson. 
KE. F. Parker, Charleston. 
W. J. Bristow, Columbia 
M. R. Mobley, Florence. 
J. W. Jervey, Greenville. 
J. L. Sanders, Greenville. 
E. B. Gray, Spartanburg. 
American Board of Obstetrics and Gynecology 
R. L. McCrady, Charleston. 
L,. A. Wilson, Charleston. 


American Board of Dermatology and Syphil- 
ology— 
J. R. Allison, Columbia. 


American Board of Pediatrics— 
IX. A. Hines, Seneca. 
R. M. Pollitzer, Greenville. 
J. I. Waring, Charleston. 
American Board of Psychiatry and Neurology 
(None). 
American Board of Radiology— 
O. D. Baxter, Sumter. 
P. D. Hay, Florence. 
W. S. Judy, Greenville 
T. A. Pitts, Columbia. 
F. D. Rodgers, Columbia. 
H. Rudisill, Charleston. 
W. M. Sheridan, Spartanburg. 
R. B. Taft, Charleston. 
American Board of Urology— 
T. M. Davis, Greenville. 
J. J. Ravenel, Charleston. 


American Board of Orthopedic Surgery— 
J. W. White, Greenville. 








THE REPORT OF THE SECOND DIS- 
TRICT MEDICAL ASSOCIATION, 
JANUARY 31, 1936 


The Second District Medical Association held 
its semi-annual meeting at The Summerland 
Hotel near Batesburg at five (5:00) o’clock 
P. M. January 31, 1936. 

Dr. W. P. Timmerman of Batesburg pre- 
sented an unusual case of a negro child born 
with a large tumor mass over lower spine and 
buttocks which was successfully removed. This 
was discussed by Drs. Keisler, R. Timmerman, 
Bunch and Pitts. 

The first paper of the program was by Dr. 
George McCutchen on Burns. He classified 
burns and discussed Gentian Violet treatment 
of eighty (80) cases and reviewed other meth- 
ods, and complications and grafting. This 
paper was discussed by Drs. Frontis, Keisler, 
Moore and Bunch. 

The next paper was Infant Feeding By Dr. 


T. D. Dotterer. Dr. Dotterer said that, slightly 
more than half of the deaths in the first year 
occur in the first month. He discussed fresh 
cow’s milk, and advised against feeding it raw. 
He also covered powdered, evaporated, and 
lactic acid milk. This paper was discussed by 
Drs. J. H. McIntosh and Keisler. 

The last paper on the program was Milk- 
Borne Diseases by Dr. O. B. Mayer. Dr. 
Mayer discussed the milk route in the spread of 
diseases, and particularly of epidemics of ty- 
phoid fever, scarlet fever, and septic sore throat. 
He also told of the spread of T. B. in milk, and 
gave the methods of grading milk. 

Dr. W. P. Timmerman read resolutions on 
the death of Dr. Samuel E. Harmon, and a 
motion was brought by Dr. W. P. Timmerman 
for an executive committee, one being chosen 
from each county to care for the interest of the 
society in that county. 

Respectively submitted, 
David F. Adcock, Secretary. 
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BOOK REVIEWS 


SEDGWICK’S PRINCIPLES OF SANITARY 
SCIENCE AND PUBLIC HEALTH. Rewritten 
and Enlarged. By Samuel C. Prescott, Sc.D., 
Dean of Science and Head, Department of Biology 
and Public Health, and Murray P. Horwood, Ph.D., 
Associate Professor of Biology and Public Health. 
Both of the Massachusetts Institute of Technology. 
New York, The MacMillan Company, 1935, price 
$4.25. 

The original contribution of this author in 1901 
has been a classic in American Public Health litera- 
ture. There has, of course, been a tremendous de- 
velopment along all lines of preventive medicine. 
The broad general principles have now become 
household words throughout the world, thanks to 
such pioneers as Sedgwick. This revision by Pres- 
cott and Horwood, former co-workers, is note- 
worthy for enlarged details and much new matter. 
The chapter on public health administration is both 
historical and comprehensive. Various phases of 
the Federal Government’s interest in Public Health 
have been noted, as well as the great foundations 
such as the Rockefeller Foundation. Child health 
comes in for due consideration. The sanitation of 
summer camps has been given an important place 
in the book, since this is one of the most spectac- 
ular problems in modern life. A very interesting 
chapter is that of health, old age, and disease. A 
considerable section has been devoted to milk sup- 
plies and of course to other foods. 





AN INTRODUCTION TO PUBLIC HEALTH, By 


Harry S. Mustard, M.D., Associate Professor, 
Public Health Administration, The Johns Hopkins 
University; Director, Eastern Health District, 
Baltimore, Md.: Lecturer on Public Health and 
Sanitation, The Johns Hopkins Hospital School 
of Nursing. New York, The MacMillan Company, 
1935, price $2.50. 

The author of this volume is well known in 
South Carolina.. He has had excellent training in 
public health in many of its phases, and now as a 
teacher in one of the world’s greatest Universities 
is in position to speak authoritatively. The book 
is designed to cover rather a neglected field; that 
is, to give the student of public health a proper 


perspective. Building on such a foundation, the 
unfolding of the fascinating development of public 
health should be inspiring and create a greater 
urge for subsequent studies. The chapters are as 
follows: 

I. The Background and Associations of Public 
Work 

II. Vital Statistics 

III. Organization and Administration of Public 
Health Work 

IV. The Acute Communicable Diseases 

V. Tuberculosis As A Public Health Problem 

VI. The General Diseases 

VII. Sanitation 

VIII. The Individual and His Hygiene 

IX. Childbearing and Its Relation to the Public 
Health 

X. The Hygiene of Infancy and Young Chil- 
dren 

XI. School Health Service 

XII. Public Health Aspects of Certain Non- 
Communicable Diseases 





INFANT NUTRITION, A Textbook of Infant 
Feeding for Students and Practitioners of Medi- 
cine. By Williams McKim Marriott, B.S., M.D., 
Professor of Pediatrics, Washington University 
School of Medicine: Physician in Chief, St. Louis 
Children’s Hospital, St. Louis. Second Edition. 
St. Louis, The C. V. Mosby Company, 1935. 

Pediatricians and medical men in general have 
looked forward with keen interest to a revision 
of this book. The St. Louis Children’s Hospital 
has contributed greatly to the advancement of 
Pediatrics, particularly, along dietary lines. The 
author of this book has made important observa- 
tions on the role of the infections associated with 
nutritional disturbances. He has also added much 
to the knowledge of artificial feeding of infants 
with the evaporated milks, notably, the various 
forms of acid milk. The chapter on The Vitamins 
is up to date and embodies the results of the in- 
vestigations of the last few years. This is one of 
the practical books for the general practitioner as 
well as for those who are interested in pediatrics 
as a specialty. 








RESOLUTIONS ON THE DEATH OF DR. 
SAMUEL E. HARMON ADOPTED BY 


THE SECOND DISTRICT MEDICAL 
ASSOCIATION JAN. 31, 1936 
Whereas Dr. Samuel E. Harmon of Colum- 
bia, president of the South Carolina Medical 
Association, and who for a long while was 


councilor of this The Second District, and who 
manifested an unceasing interest in matters per- 
taining to the welfare of the medical profession 
and especially of this particular section and dis- 
trict, and abhorred and condemned insincerity 
and deception, fell peacefully asleep the twenty 
sixth of December, 1935. 
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Therefore be it resolved: Ist, that in the 
passing of Dr. Harmon our society and our pro- 
fession has lost one of their most active, sincere 
and useful members. Resolved 4th: That we bow in silent medi- 

Resolved 2nd: That our sympathies and best tation for a moment as a token of respect to 
wishes be and are hereby extended to his be- him. 
reaved family. 


HILL CREST 


Resolved 3rd: That a permanent record be 
made of these resolutions and be inscribed in 
our minutes. 





SANITARIUM 





NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 
A New Hospital Was Erected in 1930 
Thoroughly modern in architecture and construction. Eight departments—affording proper classi- 
fication of patients. All are outside rooms, attractively furnished. Several bathrooms and rooms 
with private bath on each floor. Also a spacious sun parlor in each department. Located on the 
crest of Higdon Hill, 1050 feet above the sea level, overlooking the city, and surrounded by an ex- 
panse of beautiful woodland. Ample provision made for diversion and helpful occupation. Adequate 
night and day nursing service maintained. 
JAMES A. BECTON, M.D., Physician-in-Charge 
P. O. Box 96, Woodlawn Station, Birmingham, Alabama Phones 9-1151 and 9-1152 
Consultants: C. M. Rudulph, M.D.; H. S. Ward, M.D.; W. S. Littlejohn, M.D. 














OTHERS ASK UP TO $50.00 ae ~TAYS HIGH GRADE 


TAYLOR SPINAL BRACE |: SACRO-ILIAC BELT .2:3. $350 


pate $ 0) Beautifully made of six inch 
orthopedic webbing, well rein- 


A well pa:dde! s -»- 
gical steel spinal 
support furnished 
with apron and 
perineal straps. 
Made to order 
in 24 hours 
‘Take measurements 
around iliac crest, 
umbilicus, distance 
from sacro lumbar 
articulation to 7th 
cervical vertebra 
prominence. 


F. A. 


310 Woodward Ave., Detroit, Mich. 





forced, supplied with perineal 
straps. 

Take measurements around the 
hips three inches below the 
iliac crest. 


WE ALSO MAKE— 
Abdominal Belts, $3.50 — for 
hernia, obesity, maternity, 
ptosis, post-operative. 
Hood Truss $ 4.00 
Thomas Leg Splints 4.00 


Ambulatory Splint_. 15.00 { 


Cervical Neck Brace 20.00 


Bl age netetme te 


RITTER CO. fx" 


You Re- - 


ceived Our ‘ f 
New Catalog? 





